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UNUSUAL CASES OF APPENDICEAL OPERATIONS OCCUR- 
RING IN THE EARLIER YEARS OF SURGICAL INTER- 
VENTION, WITH BRIEF CLINICAL HISTORIES. 


BY HENRY O. MARCY, A. M., M. D., LL. D., BOSTON, MASS. 


Ex- President of the American Medical Association; Surgeon to Hospital 
for Women, Cambridge. 


Case I. The first case, that of my former assistant, the 
late Samuel L. Nelson, M.D. In 1885, he had his first attack of 
acute appendicitis, distinct, severe and an operation was held in 
consideration. Recovery was slow and never quite perfect. Less 
markt attacks followed from time to time, until November, 1886. 
Dr. Nelson had frequently discusst the advantages to be derived 
from an operation between his attacks. This was decided and 

‘performed by me in November, 1886. Convalescence was rapid 
and uneventful with entire relief. Death occurred some years 
later from other causes. 

CASE II. This operation was performed in October, 1887. 
The patient was a child two years old, previously healthy; at- 
tack acute. The previous consultant (a noted expert in nervous 
diseases) diagnosticated the case as one of “acute tubercular 
meningitis.” Temperature was 104 degrees; pulse, 140 to 150. 
Careful examination of the abdomen showed a markt, circum- 
scribed swelling in the right iliac region; in which there was a 
slight opening, from which a purulent, dark colored, watery fluid 
was escaping. I made a free opening and upon examination 

‘found this pus cavity communicated with the intestine and the 
bladder. At the operation I carefully freed the parts from ad- 
hesions and closed the opening in the fundus of the bladder by 
fine, continuous, double tendon sutures. There were two open- 
ings in the large intestines, one at the site of the appendix, read- 
ily admitting the index finger. These were carefully sutured 
in the same manner as the bladder and the wound drained. 
Convalescence was rapid and uneventful, and the patient is now 
a healthy young man of seventeen, never having had the slight- 
est discomfort from impairment of the functions of the organs 
involved. 

CASE III. The third case occurred in November, 1887. The 
patient was a boy, aged 12. Recovered easily after operation 
for appendicitis. Death occurred about six weeks later from 
other causes. Autopsy showed the intestines uninvolyed, and 
only delicate bands of connective tissue markt the site of the 
operation. This case is reported because appendicial operations 


were at that time rare, and also because it is unusual to observe 


post-operative conditions so soon after convalescence. 

CASE IV. “W. E. C., aged 42. 1894. Had suffered about 
a year with occasional attacks of severe abdominal pain, usually 
of very short duration, relieved by the use of cathartics; no ele- 
vation of temperature. Six weeks before death had an attack 
of fecal vomiting, preceded by severe pain. This was relieved 
after a free movement of the bowel, and he went at once to his 
ordinary business occupation. There were three similar subse- 
quent attacks. There was no pain or tenderness on pressure, 
but a careful examination gave a slight increast feeling of re- 
sistance, followed by a gurgling sound in the ileo-cecal region. 
His last attack fecal vomiting was persistent and unrelieved. 
Dr. Marcy was called in consultation and made a diagnosis 
of intestinal obstruction. Operation was determined upon. The 
appendix was unusually large and long, and was coiled com- 
pletely around the ileum near the junction with the cecum, and 
was closely adherent to it, lessening the lumen of the bowel so 
as to preclude the passage of other than fluid contents. The 
constriction was so firm that after the appendix had been freed 
from its attachment the elasticity of the intestinal coat seemed 
greatly lessened, altho the integrity of the intestinal wall was 
not impaired. On this account it was thought safe to return the 
intestine without further interference. Altho the patient was in 
a measure relieved, death supervened in about 48 hours. No 
autopsy.” (Report by Dr. James D. Dow, of Cambridge.) 

The above report of Dr. Dow admirably sketches the salient 
features. I consider myself in a measure at fault, since the 
operation was deferred twenty-four hours at my request in 
the belief that surgical intervention might be avoided. The ap- 
pendix was not perforated, and did not contain concretions. Be- 


fore closing the abdomen, peristalsis, with free passage of gas 
thru the strictured portions, supervened. 

CASE V. Mr. M-——, aged 32, entered the. hospital October, 
1895, after recovery from his fourth acute attack of appendicitis. 
These attacks had. been of moderate severity, but were distinct, 
seeming to approach the danger line. Operation intercurrent. 
The appendix was found free, somewhat enlarged without sten- 
osis. Mucosa greatly thickened. A bristle about three-quarters 
of an inch long was found in the distal extremity, evidently the 
cause of the suffering. Recover was uneventful. (Specimen sent 
Dr. Kelly, of Johns Hopkins Hospital.) - 

CASE VI. Mrs. H—,, aged 55, was seen in October, 1895. 
She was multiparous, with an enormously fat, pendulous ab- 
domen, the weight of patient being over two hundred pounds. 
She was seen in consultation with Dr. John Cench, of Somerville, 
Miss. She had been in bed for some weeks with a circumscribed, 
tender swelling in the right iliac quarter; diagnosis undetermined. 
About a month later, at a second visit, there was an opening 
just to the right of the umbilicus, discharging a peculiar looking 
material. On examination we found it contained fig seeds. 
Upon being questioned the patient stated that she had eaten a 
fig the day before. Further examination settled conclusively 
that this was a fistulous intestinal opening. Operation was re- 
fused. She was seen for the third time some weeks later, when 
there were six irregular, ragged openings, all to the right of the 
median line, within a space of about five inches. Condition: 
in extremis, emaciation very markt. Patient now demanded 
operation. Upon section we traced the different openings into 
a common pocket, located just over the fascia to the right of the 
right rectus muscle. I opened the abdominal wall in healthy 
tissue above the fistula and carefully dissected it free from the 
intestine. There was an opening in the ileum which admitted 
the tip of the finger. This was sutured and upon further ex- 
amination, it was found that the end of the appendix was firmly 
adherent to, and opened into the abscess cavity. The appendix 
was quite six inches in length, greatly thickened and enlarged. 
This I removed. The strong fascia of the abdominal wall was 
sutured in layers. _ The infiltrated fat of the abdominal wall 
proved the most doubtful factor in the operation, since the 
many sinuses had permeated it to such an extent that it ne- 
cessitated the removal of an elliptical piece fifteen inches long 
and five in width. The wound healed without infection, and 
the recovery, altho slow, was uneventful. 

The patient was fitted with a strong abdominal supporter, 
which has to be worn still, since—notwithstanding care as to 
diet—she has in large degree regained her former weight. 

CASE VII. Mrs. M., aged 36, entered the hospital in Decem- 
ber, 1892. In 1899 I had removed her diseased ovaries and tubes, 
which had caused complete invalidism for the previous seven 
years (practically bed-ridden); from which operation she made 
a slow but satisfactory convalescence, resuming her position as 
a prominent social leader. In the early autumn of 1892, she 
made a pleasure journey to the Azores; was seized with much 
suffering upon the return trip. She entered the hospital because 
of severe and constant pain in the left pelvic region, declaring 
that I had failed in my duty in not removing the uterus with 
the annexa. 

The objective symptoms, at the best, were extremely doubt- 
ful, altho there could be no question as to the severity of her 
suffering. 

An exploratory laparotomy demonstrated the dislocation of 
the head of the colon with a very large, inflamed appendix ad- 
herent to the left of the uterus in the cul-de-sac of Douglass. 
The adhesions were separated, the appendix removed and the 
cecum restored to its normal position. 


An interesting query arises as to a possible dislocation of the 
colon at the time of the first operation. There is no note of the 
condition, or position, of the appendix at the first operation, and 
very likely no examination was made for this purpose, since at 
this early date I had not establisht the rule to examine the ap- 
pendix and gall-bladder in all cases of laparotomy. The pa- 
tient made an uneventful recovery, and so far as known has 
been and is free from abdominal suffering. 


REMARKS. Altho I was not aware of it at the time, I am 
now led to believe thatthecaseof Dr. Nelson is the first on 
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record of operation between the attacks. The credit for it, how- 
ever, belongs quite as much to the inductive reasoning and put- 
pose on the part of Dr. Nelson, as to myself. Since it will be 
remembered that such an operation at this early period was lookt 
upon with a misgiving and doubt which the student of today 
can hardly realize. Altho one of the first of American surgeons 
to operate for appendicitis, at this early date I was ,compara- 
tively inexperienced, and the whole subject, in the minds of the 
general profession, was still sub judice. 


A REPORT OF TWO CASES OF SPINAL SURGERY. 


BY FRANCIS M. HARRINGTON, M. D., PAWTUCKET, R. I. 


Professor of Surgery in the College of Physicians and Surgeons, Boston, Mass.; 
hief Surgeon to the Pawtucket General Hospital. 


CASE I. Venner Peterson, age 11 years, was shot in the 
neck with a 38-calibre bullet, while a spectator at a riot which 
occurred in Pawtucket during the recent strike of the motor- 
men and conductors of the local electric railway company. He 
received first aid treatment from the military surgeon on duty at 
the time, and was then placed in an ambulance and hurried to 
this hospital, where he arrived at twelve o’clock, noon, June 
12, 1902. 

Examination showed the patient to be suffering from shock, 
and almost exsanguinated. Hemorrhage from the wound in the 
neck was quite free, tho tightly plugged with absorbent gauze. 
The wound was about one-half inch to the left of the median line, 
and on a level with the Pomum Adami. The pulse was gone at 
the wrist. Hot water bags were packt about the patient, strych- 
nine sulphate, 1-30 gr., administered hypodermically and a saline 
solution injected into the circulation. ; 

In two hours’ time the patient’s condition was such that it 
was deemed safe to operate. I was assisted by Drs. Badger and 
MeNally of the staff. Ether was administered, the parts prop- 
erly prepared and the plug removed. The hemorrhage was im- 
mediate and alarming; I instantly inserted my finger in the 
wound and made compression, which controlled the hemorrhage. 
We then opened up liberally and found the internal jugular vein 
split longitudinally, about one-fourth of an inch. The vefn was 
tied in two places and severed between the sutures. We then 
rapidly searcht for the bullet and found it imbedded in the 
fourth cervical vertebra; so an incision two inches long was 
made along the posterior border of the sternocleidomastoid mus- 
cle, down to the bullet, which was carefully dislodged. 

At this point, the patient’s respiration and pulse became so 
alarming that a wet compress was rapidly applied and patient 
put to bed; strychnine, 1-30 gr., was administered hypodermic- 
ally and a high rectal saline injection was given. 

The patient’s condition improved, but the pulse and respira- 
tion remained poor. Respiration was especially bad, and mostly 
abdominal. The patient was paralyzed in both arms and legs, 
and his abdomen became quite swollen and tympanitic; he 
complained of intense pain in left arm, which was partially re- 
lieved by repeated hypodermics of morphine sulphate, 4 gr. He 
was unable to urinate. 

June 13, at four p. m., it was deemed advisable to proceed 
with the work. The patient was etherized and the posterior in- 
cision was enlarged. An examination discovered the superior 
articulating surface of the fourth vertebra, together with the 
lamina, pressing upon the cord. There were numerous small 
pieces of bone lying in the wound; these were removed, the ar- 
ticulating portion of the bone carefully withdrawn and the lam- 
ina pried up from the cord. The dura was congested and had 
several points of ecchymosis, but was not punctured, so far as 
we could determine. The wound was thoroly irrigated and com- 
plete drainage establisht. 

There was rapid recovery from this time on. The paralysis 
disappeared except in the left arm, which remains partially par- 
alyed at this writing, August 25, 1902. 

June 17 the wound was dresst and the wick removed, and 
on July 2 the patient was discharged and referred to the out- 
patient department. 

At present the patient plays about with his little friends, 
seemingly enjoying perfect health and to have recovered in ev- 
ery respect with the exception of the slight trouble in the left 


rm. 

CASE II. Mr. J. P.—, mill hand, age 22, was admitted to 
this hospital September 27, 1901. History: Average weight, 
130 pounds; weight on admittance, 85 pounds. Had quit work 
about eight weeks previously, and was obliged to go to bed; 
ealled a physician, who applied poultices to the back. Patient 
was unable to stand erect and assumed a position on his hands 


and knees, which he said gave him greater ease. Previous his- 
tory good; could get no history of tuberculosis; pain over lumbar 
vertebra when in bed, causing sleeplessness; no pain over verte- 
bra on pressure, but a swelling following the crest of the ilium 
and continuing down to Poupart’s ligament was discovered, 
which fluctuated, and which could be presst back into the ab- 
domen at the external ring; pulse 106; temperature normal; urine 
negative and respiratory murmur normal. 

September 28, I operated, assisted by Drs. McNally, Badger 
and Woodhead, of the staff. An incision 2% inches long was 
made in the back from the crest of the illium and running up 
and towards the vertebra. About one pint of pus was evacua- 
ted. Another incision one inch long was made over the external 
abdominal ring, and the cavity washt out with warm creolin solu- 
tion, the tip of the irrigator being placed in the wound in the 
back and the solution flowed freely from the opening at Pou- 
part’s ligament. 

An exploratory examination with the finger disclosing ne- 
crosis of the transverse processes and pedicles of the second and 
third lumbar vertebrae, the posterior incision was enlarged and 
all necrotic bone removed with a curet, the cavity was again 
liberally irrigated with warm creoline solution and a wick passt 
from the incision in the back down forward and thru the in- 
cision at Poupart’s ligament, a large dressing applied and pa- 
tient put to bed in a very critical condition. 

September 29, and every day for a week following, 
tient was redresst because of profuse purulent discharge. 

October 12, drainage was removed and the wound commenced 
to granulate. On October 17, patient was discharged from the 
hospital and referred to out-patient department. 

November 7, the wounds were completely healed, patient 
commenced to gain weight rapidly, and four months after the 
operation weighed 155 pounds. 

At present, one year after operation, the man’s health is ex- 
cellent. He works every day as a teamster, suffers no inconven- 
ience, and says he feels perfectly well. 7 


pa- 


CHRONIC INTESTINAL OBSTRUCTION FROM A MECKEL’S 
DIVERTICULUM. 


BY WILLIAM T. SMITH, M. D., LL.D.. HANOVER, N. H. 
Professor of Physiology and Instructor in Surgery, Dartmouth Medical School. 


In a large number of autopsies it has been found that the 
omphalo-mesenteric duct and vessels persist in some form in from 
one to two per cent of bodies examined. These remains, consti- 
tuting “Meckels Diverticulum” with its accompanying bands 
and cords; are the cause of intestinal obstruction in about six 
per cent of the cases of that disease if we may trust the conclu- 
sions of Leichterstern from a review of eleven hundred and 
ninety-one cases. 

I wish to report a case of intestinal obstruction in my prac- 
tice, from this cause. 

May 5, I was called to see in consultation Mrs. S., forty-five 
years of age. She was taken ill May 2, with prostration and 
nausea. Within twenty-four hours after these symptoms she 
had pain in her bowels, not severe, controlled by eighth grain 
doses of morphine at intervals of six or eight hours. She took 
Epsom salts and cathartic pills on the 8rd and on the 4th had a 
good movement of the bowels. This did not give her more than 
temporary relief, and in the night she called a doctor. Vomiting 
had set in, and she was excessively nervous and restless. 

When I saw her on the 5th, vomiting and restlessness were 
her most markt symptoms. Pulse and temperature were each 
100. Pain was not severe, and was located in the left lumbar 
region; bowels flat. 

I found she had had similar attacks on two or three occa- 
sions; that she had been in delicate health for several years; 
that she had suffered from constipation, and that she had formed 
a habit of eating very lightly. 

On May 6, she seemed better; she had cathartics and high 
enemata without results. 

May 7, her pulse was 100, temperature 9914, other symptoms 
unchanged. A diagnosis of intestinal obstruction was definitely 
made and immediate operation was advised. The family did 
not consent at once. On the 9th she was removed to the hospi- 
tal and operation was done on the 10th. 

When the patient was etherized a small inguinal hernia on 
the left side was discovered. A portion of the wall of the sig- 
moid flexure protruded and had become adherent. This was re- 
least; the abdominal cavity was opened by incision in the left 
semi-lunar line; some dilated folds of intestine were lifted out 
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of the pelvis; hasty exploration was made without result and 
the operation was brought to a close, the condition of the patient 
being bad. 

Death ensued twenty-four hours later. 

At the autopsy a Meckel’s diverticulum was found two feet 
above the ileo-cecal valve. It was two inches long, but a quarter 
of an inch in diameter at its base, large at its extremity, which 
was not attacht. It had a rudimentary mesentery. The bowel, 
at the base of the diverticulum, was folded longitudinally on it- 
self and the opposed surfaces had become adherent. The caliber 
of the bowel was thus reduced one-half and its expansion limited. 
It appeared as if the diverticulum had folded over by its weight 
when full, carrying with it the portion of the ileum from which 
it sprang. The ileum for some two feet between this point and 
the ileo-cecal valve was reduced in caliber to the size of the con- 
stricted part, and just above the valve bands of inflammatory 
tissue stretcht across it. ; 

The obstruction had existed, perhaps, for years, being the 
cause of apparent “indigestion” and constipation; occasional at- 
tacks of severe pain, called “bilious attacks,” and, finally, aided 
perhaps by the hernia, causing death. 


GUNSHOT WOUNDS OF THE ABDOMEN.* 
BY HENRY JANES, M. D., WATERBURY, VT. 


Whatever may be said of penetratitig wounds of the abdo- 
men in military work, in civil practice improvements have been 
such of late years that most of incised wounds made by sharp, 
clean weapons and kept under antiseptic dressings heal with- 
out suppuration; the danger being not peritonitis, as formerly, 
but hemorrhage and escape of intestinal contents into the ab- 
dominal cavity (sepsis). -Gunshot wounds usually heal in a dif- 
ferent way because the tissues are.so bruised that a slough is 
almost certain to follow, with continued suppuration; ordinarily 
the amount of tissue lost being small, but in debilitated patients 
it may be very extensive; no healing occurring until the necrosed 
tissues have come away—but it is a bad policy to cut away the 
bruised flesh in an attempt to prevent this. It is still worse to 
seal up the wound or in other way delay the discharge. 

Wounds made by the old-fashioned round bullets, from 
smooth-bore guns, and especially by small-calibered pocket-pis- 
tols, as well as those resulting from the elongated, hard projec- 
tiles of the modern rifle, can be much more easily kept aseptic, 
and, therefore, oftener heal without suppuration than did those 
made by the large, lead, Minie balls used in our late Civil War. 
Nevertheless, in penetrating gunshot wounds even after the dan- 
gers of peritonitis and sepsis from internal infection have been 
passt following the sewing up of perforations of stomach and 
intestine there still remains a menace to life, and a favorable 
prognosis is not warrantable. 

The amount of tissue to eventually slough cannot commonly 
be distinguisht by the eye for some days after the reception of 
the wound—and especially if a bone have been struck; a destruc- 
tive periostitis or osteitis may follow infection of the -surface 
wound. 

The surgeon called to treat a wound of this kind the result 
of felonious assault should have good authority for any opera- 
tive interference he may undertake, because if long confinement, 
permanent disability or death follow, the lawyer is almost cer- 
tain to make the defense that the result was caused by the oper- 
ation instead of the original wounds. 

Most deaths occur from shock and hemorrhage from the 
larger vessels; the next frequent source of death being escape 
of a considerable quantity of the bowel contents into the ab- 
dominal cavity, which speedily excites septic peritonitis. The 
chances of leakage are greatly increast if the wounded person 
be immediately pickt up and carried a long distance in a wagon 
or ambulance—before Nature has had time to throw out enough 
lymph to stick the wounded part to some neighboring organ; in 
such cases death usually occuring in from 24 to 48 hours, most 
often in coma or semi-coma. Death may also result from peri- 
tonitis from dirty missiles or particles of clothing and from 
septicemia from infection of the surface wound. 

The particular part of intestine wounded has much to do 
with the result: ‘Shot wounds of the stomach are more favorable 
than of the gut; those of the duodenum much worse than the 
stomach and the small intestine very much worse—indeed, gun- 
shot wounds of the lesser bowel are almost invariably fatal. The 
Mortality from wounds of the large intestine is not quite so 
great—the contents being less fluid and the gut less movable, so 


“Synopsis of paper read before the Vermont State Medical Society. 


that adhesions form more easily before the escape of much 
us. i 
’ Abdominal sections done as late as 24 hours after the injury 
are very, very seldom successful if perforation of bowel has oc- 
curred; indeed, it is now regarded as a bad procedure to open 
the abdomen after that length of time, especially if the patient’s 
condition be good. If leakage of intestinal contents to any 
great amount has taken place a probably fatal septic peritonitis 
has already been set up; if there has not been leakage there is 
hope that adhesions have formed, which will prevent future 
oozing. 
During my service in the Civil War there came under my 
care the following cases which recovered without operation: 
5 


Cecum and ascending colon ......... 

Descending colon ........... 6 


Of course we were not in every case positive as to the point 
of internal injury—yet data were sufficiently positive to make 
us reasonably sure. Two other recoveries from intestinal wounds 
were noted without data as to the part of the bowel injured. 

In ten other non-fatal penetrating wounds of the abdomen 
no note was made of injury of the intestine. 

From my experience, I am inclined to believe that unless 
the surgeon knows exactly what he is about and how to meet 
every emergency the patient is better off without operation. As 
in the case of President McKinley: There was a comparatively 
simple wound of the abdomen; the wounds in the stomach were 
promptly and carefully closed; and he had subsequently the 
care of several of the most celebrated surgeons of this country 
—yet the fatal result was not prevented, and at the time of death 
Nature had made no attempt to heal the internal wounds, the 
sloughing process before alluded to not having been completed. 
Would the result have been different (except more speedy) if 
the bruised tissues of the abdominal wall had been thoroly anti- 
septicized? And if the exact conditions had been suspected at the 
time “of operation would anyone but a reckless fool have at- 
tempted an “ideal operation”—which must have consisted of en- 
larging two holes in the stomach and sewing them up, excising 
the bruised portion of the kidney and suturing it, removing the 
damaged tissues back of the kidney and draining thru the loin? 
Yet with the patient’s remarkable vitality might he not possibly 
have lived had these been done? Who can tell? Will future ad- 
vances in surgical science ever make such an operation within 
the abdominal cavity justifiable? 


COMBINED OPERATIONS FOR THE RADICAL CURE OF IN- 
GUINAL HERNIA AND DISEASES OF THE TES- 
TICLE AND SCROTAL SAC. 


BY ALBERT H, TUTTLE, B. S., ESPLANADE, CAMBRIDGE, MASS. 
Surgeon to the Cambridge Hospital. 


In the early part of the year 1901, I had under treatment an 
elderly gentleman, who was suffering from double inguinal her- 
nia, malignant disease of the testicles, and prostatic enlarge- 
ment. His health was extremely poor and there was consider- 
able loss of flesh and strength. The removal of the testicles was 
obligatory, and the question arose how could I do this and cure 
the hernia at the same time. After thinking the matter over, I 
determined to make the usual incision for the hernial operation, 
and elongate it if necessary for the removal of the testicle thru 
the same opening. 

In operating I found it a very simple matter to remove the 
testicle, enclosed in the tunica vaginalis, thru the high opening, 
amputate the cord at the point of its origin, and close the rings 
in the usual manner of the Bassini operation. 

.By the removal of the testicle (which, by the way, was done 
by the earlier surgeons in operating for hernia), fhe treatment 
of the hernial changes were greatly simplified, so much so that 
the time consumed by the double operation was no longer, if 
not less, than would ordinarily be required for the radical oper- 
ation for hernia alone. 

As the tunica was not opened soiling the wound by its con- 
tents was avoided. The removal of the cord, at its point of ori- 
gin, was of especial value in this case, as there were markt 
changes of its tissues at the point of truss-pressure, and further- 
more.there was considerable reason to believe that the incipient 
malignant. changes may have been caused by this pressure. 

There was less edema and ecchymosis in the scrotum follow- 


i 
| 
| 
} 
1 | 
1 
1 
i 
- 
t : 
e ! 
i 
e 
1- 
d | 
re > i 
wa 
in 
in 3 
H 
re 
ch 
i 
ar 
ed 
: 
ns 
id 
. 


44 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


ing this operation than I have usually found to follow scrotal 
operations, and the patient manifested no sign of shock. 

The easy manner in which the testicle and tunica were re- 
moved thru this high incision, induced me a few weeks ago to 
employ this high incision for the removal of a malignant testicle, 
where there was no hernial complication present. In this latter 
ease there were some slight adhesions between the tunica and 
contiguous tissues of the scrotum, and there was considerable 
fluid in the sac, but in spite of these facts, the parts were easily 
removed. This case pointed out the fact that a hydrocele, com- 
plicated with hernia, could be treated with equal advantage, 
thru a single high incision. 

After dissecting up the cord, and separating the upper por- 
tion of the tunica, pressure can be applied to the scrotum and 
the tunica and its fluid contents can be forced upwards into_the 
wound. If there is much fluid in the tunica it can now be eas- 
ily punctured and its liquid contents removed. The tunica can 
then be freed all around by the use of a finger, and the whole 
sac everted thru the wound. 

The incision into the tunica is then enlarged and the parietal 
portion of this membrane removed. The cord is then dissected 
up to its point of origin, the hernial openings treated in the usual 
manner, the testicle and remains of the tunica replaced in the 
scrotum, and the opening in the fascia and skin closed. If the 
testicle is removed in this manner, the inguinal canal may re- 
quire closing, which may be done with a line of buried sutures. 

The advantages in this combined operation may be summed 
up as follows, viz.: There is only one incision; the operation on 
the hernia is simplified by a clearer field; less time for operat- 
ing is required; the cord can be treated thruout its entire length, 
and thereby a more complete removal of diseased parts can be 
effected; there is less danger of infecting the wound by the 
scrotal contents; the. operation on the hernia is ideally more 
perfect; and the reaction is less severe. 


SUCCESSFUL NEPHRECTOMY FOR INTERMITTENT 
HYDRONEPHROSIS.* 


BY J. B. BOUCHER, M. D., HARTFORD, CONN. 
Surgeon to St. Francis Hospital. 


Mrs. O., 33 years old, married, one child 3 years ago, began 
to have pain in right lumbar region thirteen years ago—intermit- 
tent with formation of a “tumor,” which remained for a day or 
two; at first attacks occurred from two weeks to three months 
apart, but gradually they increast in frequency and severity to 
such an extent that she has been practically an invalid for the 
past three years; recently the “tumor” remains from three to 
seven days. 

The paroxysms usually came on as follows: Severe pain in 
the right lumbar region, generally to the right of the gall-bladder 
line and extending into the right loin; severe nausea and vomit- 
ing, with chilly sensations, followed by fever and restlessness. 
The contents of the stomach seemed to be largely bile. The pain 
was usually so intense that it required large doses of morphine 
to allay it, even partially. A “tumor“ would suddenly develop, 
varying in size from that of an orange to that of an adult’s head. 
This tumor extended into the abdomen to the right of the navel 
line, was hard, tense and immovable. The upper end was rather 
undefined and could not be traced to the kidney. During the 
presence of the tumor the urine was frequently, tho not always, 
diminisht in quantity, and usually continued so until the abate- 
ment of the “tumor,” which, when it started to subside, fre- 
quently disappeared within an hour, followed by the passage of 
large quantities of urine, sometimes a quart or more at one 
time. A noticeable feature was obstinate constipation during 
the attacks, which could not be relieved until after the subsi- 
dence of the tumor. Frequent examinations of the urine gave 
a specific gravity of 1.005 with considerable albumin. 

During the last few months her attacks became so frequent 
and severe that life became unbearable. All medical means 
having been tried without avail, an operation was decided upon. 

On January 4th of the present year, following an attack, I 
cut down on the right kidney, and found it freely movable, very 
narrow, and about seven inches long, with a dilated pelvis and 
ureter about ten or twelve inches in circumference. This dila- 
tation extended down the ureter nearly, if not quite, to the blad- 
der. I therefore decided to remove the entire kidney and ureter. 
Before doing this, however, I made an opening in the peritoneum, 
passt my hand over, and examined carefully the left kidney, 


“Abstract of paper read before Hartford County Medical Society. Full report 
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which I found to be normal. I then closed this opening in the 
peritoneum and removed the right kidney extra-peritoneally. 

I followed the ureter down a few inches, but, owing to the 
critical condition of the patient, was obliged to stop before re- 
moving the entire ureter to the bladder. The wound was closed 
and primary union obtained, with the exception of that portion 
left for drainage. The patient rallied and made an uneventful 
recovery. 

During the first twenty-four hours after the operation the 
left kidney secreted forty ounces of urine, and since that time I 
have found by frequent examinations that the quantity and 
quality of the urine have been perfectly normal. 

At the time of the operation she weighed less than ninety- 
seven pounds; to-day her weight is one hundred and ten pounds, 
being three pounds more than she has ever before weighed. She 
has been in excellent health and able to do all her own work 
since five weeks after the operation. 


PUERPERAL SEPTICEMIA COMPLICATED BY (PROBABLY) 
SEPTIC DOUBLE PNEUMONIA—AND BY AN ABSCESS 
OF THIGH.—RECOVERY. 


BY CHARLES C. PARTRIDGE, M. D., HYDE PARK, MASS. 


The writer was called to see Mrs. G——, multipara, in a 
hurry on Thursday, March 13. I found the baby had been born, 
delivery being effected by a kind neighbor, who had no knowl- 
edge of, or certainly had practist no childbed “aseptic precau- 
tions” before delivery. I reacht the house just in time to deliver 
the after-birth, which was of normal size. I advised the usual 
antiseptic precautions to be used in the way of sterile bichloride 
napkins, ete. (I had, by the way, taken the precaution, also, be- 
fore touching the woman, of thoroly preparing my hands). I 
then left the woman, after taking a stitch in the outer perineum, 
apparently comfortable, with a normal temperature and pulse. 

The following day the patient seemed to be doing well in 
the morning—there being no fever present or history of a 
ehill. But:on Friday afternoon (March 14) I was hastily sum- 
moned to the bedside of the woman, with the history that she 
had just gotten over a very severe rigor which was followed by 
a very high fever. I found a temperature of 10444—much to my 
surprise. What to attribute it to, unless to sepsis, I knew not. 
and yet, only 36 hours had elapst since the woman was deliv- 
ered. 
To be on the safe side (there being no indications elsewhere 
—for instance, in the lungs, and no reason to apprehend a malar- 
ial attack), and as there was some pain over the uterus, I 
lookt there for the origin of the fever, presuming a putrefactive 
process to be going on. 

I advised a consultation and Dr. James Tibbetts of this 
town was kind enough to respond promptly, to whose faithful 
devotion to me in the ease, untiring energy and skillful treat- 
ment I attribute the successful outcome of the most interesting 
yet trying case. Dr. Tibbets and I concluded that with the his- 
tory of the case, as given, it certainly was very early to look 
for sepsis; either from the laceration or from retained secun- 
dines, but that in our uncertainty the best thing to do was to 
curet—which was done, and was followed by a hot bichloride 
douche, care being taken to wash about the stitch thoroly as well, 
tho there was nothing about the stitch that pointed at all to any- 
thing septic. 

We thought we would be pleased with a reduction of, tem- 
perature after the curetment, but such was not our good fortune. 
The case went on from bad to worse, and tho bichloride douches 
were used every four hours the temperature continued high, 
and the pain over the uterus increast. Vomiting, which did not 
yield to ordinary remedies, commenced. 

Presently the abdomen began to swell, and our patient com- 
menced to complain of new aches and pains everywhere. 

Suddenly pneumonia of one lung developt, and the other 
lung became involved, and to add to her distress she complained 
of great pain in her right hip and along the sciatic nerves and 
the lumbar region, requiring all manner of local applications. 
Hot fomentations and liniments were used, antiphlogistine being 
applied over the course of the lumbar nerves and hip and on the 
back of the limb over the sciatic nerve. This agent besides was 
our mainstay in the treatment of the pneumonia in both lungs— 
the latter condition being evidently septic in character and ac- 
companied by scarcely any expectoration. Morphine had to be 
used continually hypodermatically to keep the patient at all com- 
fortable. Besides this, strychnine, cactus, brandy, digitalis, etc. 
were all in turn used to support the heart. 

The abdomen began from this time to gradually increase in 
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size and became as large certainly as it was before confinement, 
as well as quite hard and resonant for palpation. Antiphlogis- 
tine was therefore spread all over the abdomen; it was alter- 
nated with turpentine stupes with gratifying result. I know of 
no agent that has been brought to the attention of the profession 
of late years deserving of higher praise in all inflammatory con- 
ditions, no matter in what locality such may be seated. Poul- 
tices have practically been abandoned by the writer since adopt- 
ing its use. 

Our patient at this stage of her illness was failing rapidly 
from the conditions enumerated, as well as from an obstinate 
diarrhea, which yielded slowly to a variety of different agents 
used in turns; also she would now and then vomit, making it 
difficult for her to gather any strength with which to combat 
the extreme drain upon her general vitality. The pulse from 
the start was very rapid and wirey in character, and altho not 
intermitting, it was nevertheless altogether too rapid, and did not 
tally with the temperature she was having. The pulse ranged 
during the first week from 120 in the morning to 180 in the eve- 
ning; in fact, the pulse all thru the illness ran higher—longer than 
in any other case it has ever been my lot to treat—of any nature. 

We had here a most formidable state of things to deal with: 
A woman in childbed, with every indication of septicemia, a 
double pneumonia—probably of septic origin—with constant pain 
in her right hip and lumbar region, with persistent vomiting and 
diarrhea, a temperature of about 103 in the afternoon, a large 
tympanitic abdomen, a pulse small and wirey in character; added 
to this there was a condition of cyanosis (her finger nails and 
lips were quite purple at times, and there was present that pe- 
culiar duskiness of the surface of the body noticed in the latter 
condition—a bluish black hue); there was shallow and panting 
respiration, more or less headache present all the time, which 
was kept up in a measure certainly by the amount of morphine 
we found it necessary to use to keep our patient at all comfort- 
able. Our patient also now had that peculiar over-sanguine state 
of the mind peculiar to septic cases (for they rarely seem to be- 
lieve they are really as ill as they actually are). The counte- 
nance presented two well-defined dusky red spots over each 
walar region, and the visage presented that peculiar well-markt, 
pincht loeck—once seen never to be forgotten: the nostrils di- 
lated at each respiration, the nose pincht and thin, the eyes sunk- 
en in their sockets and with a glistening appearance and dark 
lines formed under them. Dr. Tibbetts several times informed 
me that I could look for a fatal termination at any time, so ex- 
treme was the character of the case. 


The pain persisted to such an extent in the hip and down the 
right thigh that we repeatedly made a very careful examination 
of this locality in the hope that we would find an abscess point- 
ing here. It was then our patient informed us that she had had 
a fall on that hip just previous to her confinement, which made 
rossible necrosed bone there, that was occasioning the fever 
and pain there, and that the pain in the limb along the course 
of the sciatic nerve and lumbar region was the result of pressure 
from a deep-seated abscess pointing about the hip. Just here I 
must not forget to state that I had administered Mulford’s anti- 
steptococcic serum, as the symptoms of general septicemia seemed 
to warrant it. The quantity used was a large one. I repeated 
the injection the following day, and with very gratifying re- 
sults. The swelling of the abdomen gradually began to subside 
and the face assumed a more tranquil and better look. We also 
obtained very gratifying results from several large salt solution 
injections given in the mammary glands. I believe the benefit 
noticed from these injections was equal to that and perhaps 
more lasting even than from the serum injections. I think they 
bridged our patient over—once certainly when we were looking 
for a rapid dissolution to take place, the respiration being from 
40 to 60 in a minute. I must also allude to the very pronounced 
relief afforded our patient when the pneumonia was at its height, 
from oxygen inhalations. Our patient would take the tube herself 


= breathe the gas whenever a spasm of dyspnea would take 
place. 


The abdominal symptoms slowly subsided, and the pneu- 
monia gradually likewise cleared up. We were nevertheless non- 
plusst at the extreme persistency of the temperature of 102; and 
the pain continuing about the hip and back and shooting pains 
down the right thigh. The pulse also kept up to 120 beats a 
minute. We suspected an abscess of some kind in the neighbor- 
hood of the hip; we also thought the high temperature might be 
accounted for to a possible phthisis following in the track of the 
pneumonia, or possibly an obscure chronic appéndicular inflam- 


mation, or even a pus tube might be the cause of the tempera- 
e. 


Greatly to our relief an abscess of enormous size pointed 
just to the left of the great trochanter. My lance went in 
fully three inches before it struck pus, which poured forth in 
huge quantities. This was done under ether. Now, whether the 
abscess had commenced forming after the fall or whether it 
was the result of the uterine sepsis, is a question I am unable 
to answer. I treated the abscess by washing it out twice a day 
with a weak bichloride solution, using gauze as drainage. The 
wound finally closed up nicely in the course of a few weeks. 

The fever dropt to the normal point and remained there after 
the abscess was opened. 


A DISCUSSION ON THE TREATMENT OF CARCINOMA 
UTERI WHEN RADICAL OPERATION IS NOT 
JUSTIFIABLE. 


REPORTED BY AUGUSTUS P. CLARKE, A. M., M. D., CAMBRIDGE, MASS. 


At a meeting of the Gynecological Society of Boston, held 
at the Boston Medical Library February 13, 1902, the subject 
for consideration was “The Treatment of Carcinoma Uteri When 
the Radical Operation is Not Justifiable.” 

The discussion was opened by Dr. Albert Tuttle, who began 
by saying what a picture this title recalls to-one who has had 
much experience in cases of uterine cancer, in which there have 
been long-drawn-out suffering, severe pains, foul discharges, 
alarming hemorrhages, the increasing irritation and discomforts 
which follow urinary fistulae and rectal involvement! All these 
at times become most unbearable. Then, too, there is the 
cachexia, weakness, emaciation, steadily progressive until comes . 
the final termination from all earthly suffering. The indications 
for treatment are presented in this clinical picture of carcinoma. 
Hopeless cases always demand measures for immediate relief 
from suffering. These may be medical and surgical.. Opiates 
for controlling pain should be used. Small doses administered 
by the rectum are at times the preferable mode of employing 
them. Phenacetine and the coal tar products may be tried, tho 
the relief that they afford have been far from being satisfactory. 
By surgical measures, cauliflower growths and excessive granu- 
lations may be reduced. Acrid secretions may be lessened and 
much autoinfection prevented. The object of local treatment is 
to bring about as far as possible a clean granulating condition 
of the affected surfaces. When the patient’s strength admits, 
curetment under an anesthetic should be tried. The base of the 
growth may be treated with caustics. Tincture of iodine, car- 
bolic acid, or even a saturated solution of chloride of zinc may 
be used. The latter may be placed on a pledget of cotton and 
carried into the cavity of the ulcer; these may be repeated. The 
vaginal wall should be protected by vaseline and gauze. Hemor- 
rhage following curetment usually ceases spontaneously. Ulcers 
can be kept clean by injecting slowly peroxide of hydrogen when 
the patient lies with the hips elevated. This may be supplement- 
,ed by the use of a two-grain suppository of iodoform in cocoa- 
butter. By this means irritation of the vagina and neighboring 
parts can be allayed. Hemorrhage appearing early may arise 
from the uterine mucosa similar to a form of menstrual disorder, 
or to a metrorrhagia arising from or associated with the uterine 
fibroids. Hemorrhage may proceed from broken down granula- 
tions and from ulceration of the uterine vessels. The first two 
varieties may be treated with advantage by curetting and by 
ithe employment of the actual cautery. Examination and local 
treatment of this character undertaken in many cases except un- 
der ether are liable to be imperfectly carried out and be produc- 
tive of more or less unnecessary suffering. In some cases the 
most that can be done will be to keep the parts dry and to apply 
soothing ointments to the skin that becomes exposed to irrita- 
tion. Opiates are usually sufficient to quiet pain or other serious 
discomforts. The bowels should be kept open by resort to saline 
laxatives. Stricture of the bowel with complete occlusion, tho 
a frequent occurrence in cancer of the intestine, is fortunately 
a rare complication in uterine cancer. As the disease invades 
the vaginal tissue, infiltration follows, after reaching to the peri- 
toneum and tissue about the rectum; in such cases, the parts be- 
come exceedingly sensitive. The condition may be treated by 
the use of cleansing solutions. Hot fomentations and bland 
unguents are useful. Dr. Tuttle next referred to the hypodermic 
treatment by the use of various chemicals, such as oils and alco- 
hol. With the knowledge of microorganisms, there have been 
attempts to associate the origin of malignant growths with the 
results of such agencies. If it were possible to show that micro- 
organisms take an active part in the production of cancer a lo- 
cal antiseptic or a constitutional method of treatment would be 
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indicated as a logical plan of proceeding. The development of 
cancer does not preclude such a cause, neither does microscopical 
research thus far disclose any such cause, and it is a matter of 
fact that we know but very little more now in regard to the 
primal causes of cancer than did our predecessors. He next 
referred to certain observations made by him during his early 
studies. He said that some years since, while working in the 
marine laboratory of the late Prof. Agassiz, at Newport, on a 
scientific study of the life history of the lunatio heros, he had 
opportunity to observe changes in the growth and development 
produced by a changed and unfavorable environment. The eggs 
of the lunatio affected by abnormal temperatures, aeration, etc., 
instead of undergoing their usual cleavage and development, 
break up into erratic forms, hardly any two of which appearing 
alike. The cells in part were wanting in power of cohesion; 
they floated about in the nidus either singly or in bunches of 
variable size. In other instances double monsters were formed, 
or the individual cells assumed unnatural shapes. 

The operation by which like produces like appeared to be 
reverst and to be in a state of anarchy and to end in the early 
destruction of the organism or in its reduction to a primitive 
form. At that time he believed the cause of the changes to be 
due to its unhealthful surroundings. He is still inclined toward 
the holding of that view. Whether or not the depresst vitality 
of the embryo allowed the introduction of other elements such 
as the ingrowth of fungi which would act as secondary causes, 
he is not prepared to say. In certain of the egg-cases mycelium 
was found. His observation on lunatio embryos has tended to 
cause him to hold to the theory that the development of canter 
results from a change in the environment of a cell or a group 


. of cells thru which their normal growth becomes affected, and 


thru which their active proliferation, contrary to the manner in 
which the more general operations of the elements composing 
them, proceed. By their perverted modification they become as 
it were a band of outlaws that war upon their neighbors, and 
finally end their course in complete annihilation of the entire 
organism. Once a cell or a group of cells has broken away from 
the influence that should control the whole, the progeny will in- 
herit the force of its parent and will continue to carry on its 
warfare to destruction of the whole. <A close study of the nat- 
ural history of cancer shows that it simulates, in many 
respects the progress and development of bacterial in- 
fection. The materies morbi travels along the lymphatic 
vessels: and it reproduces itself. The observation thus made 
and the view here taken warrant a conclusion that a method of 
treatment by hypodermatic injections of antiseptic fluids is of 
possible value. He further remarkt that such a theory of the 
origin of cancer harmonizes well with the fact that a growth 
arises in certain organs at a time when their functional activ- 
ity is diminisht, or has ceast to be, of service; that it often has 
its starting point at a site that has been subjected to continued 
irritation. Hereditary influences, as has been well observed, 
plays an important role in the causation. If such a theory of 
the origin of cancer is adopted, it will be necessary to look upon 
the individual cetls composing the neoplasm as foreign bodies, 
and to regard them as holding the same relation to the body 
as do bacteria or ameboid forms of life. To-day operation for 
eancer of the fundus uteri by total hysterectomy is of positive 
value; the number of recoveries from the disease elsewhere 
being about fifty or a little less if the operation is performed 
early. This does not hold true for the cervical form. He doubts 
very much if there is over ten per cent of recoveries without 
future recurrence. Under these circumstances there seems to be 
but little to hope for in the advance of treatment for carcinoma, 
unless it can come from constitutional or local medical methods. 
He feels that investigation and further observation should there- 
fore receive encouragement in every way possible along this 
line of research. 

Dr. George W. Jones said that it is generally known that 
eancer is the bane of humanity. In cases of so-called cures the 
question arises whether the diagnosis in such cases has been 
properly made. For several years he has had his attention di- 
rected to the consideration of the development and of the treat- 
ment of cancer, but he is free to say that but little has been 
achieved in the way of effecting complete recovery. In cases 
of cancer affecting the skin, however, relief may be brought 
about by caustics. Epithelioma of the skin is fully as malig- 
nant as any other form of cancer; in such cases the employment 
of caustics rather irritates the parts than otherwise. The meth- 
od which he has adopted for the past few years consists in 
the hypodermatic use of formaldehyd. Gelsemium and carbolic 
acid and alcoholic injections he has also employed. In some 
cases he has felt that such treatment has been productive of re- 
lief, and has appeared to have checkt the disease to a consid- 


erable extent. Cancer wherever met is a most formidable dis- 
case, and is one deserving the greatest attention by the physician. 

Dr. E. T. Wing stated that he has seen cases in which re- 
peated injections of formalin has been tried; the progress of the 
disease has nevertheless continued. Large doses of morphine 
have proved the best for relieving pain. 

Dr. Francis E. Carroll said that it matters but little in what 
part cancer has its starting point, for it comes from some form 
of irritation. Overexcitation from smoking may produce cancer. 
Cancer of the uterus has been recognized as caused by undue 
disturbances. The teaching of the schools gives a great deal of 
what appears to be the cause of the disease, but many of the 
theories are of but little importance; it is largely thru the exer- 
cise of the art of the surgeon that any considerable relief can be 
found. Injections as mentioned have not cured; they may serve 
to prolong life. Gelsemium and poke-root (phytolacca) are cleans- 
ing agents, and that is probably the only action of formaldehyde. 
For affecting permanent cure we shall have to look forward to 
future advances made in pathology. 

Dr. W. Gymington Brown, in discussing the merits of the 
question, said that so far as concerns pain as a symptom, cases 
vary. The presence of cancer at first may not be attended with 
painful symptoms. Later pain may occur if pressure becomes 
great on nerve-tissue as upon that about the rectum. Dr. Brown 
spoke of some of the more troublesome sequelae of cancer, such 
as vesico-vaginal fistula. He deems it best in hopeless cases of 
cancer to tell the patient plainly what may be expected as to 
the outcome of the disease. Patients are often grateful for 
such full information. He also mentioned a case which some 
years ago was seen in consultation with another surgeon. Dr. 
Brown, in that case, advised total hysterectomy, but the consul- 
tant at that time hardly felt justified in attemping so radical a 
measure of treatment, and so only a partial removal of the uterus 
was effected. The disease returned. Dr. Brown reported five 
cases in which cancer had been removed and the disease did 
not return. He also mentioned a case of cancer in which the 
disease had extended over a large portion of the face; the odor 
had become most offensive; in this case he used the actual cau- 
tery; it required nearly three-fourths of an hour for its removal; 
the night following the patient was quite comfortable, and for 
awhile was much relieved. Cancer of the breast may be removed 
or cauterized with advantage for a time, even after the odor 
has become troublesome. 

Dr. A. P. Clarke remarkt that he was particularly interes- 
ted in what Dr. Tuttle had said in reference to the possible ori- 
gin of cancer from the transmutation of a cell or a group of 
cells after they had broken away from their hitherto natural or 
apparently -normal relation. He said that he welcomed, of 
course, the adoption of any line of investigation that might solve 
the mystery of the origin of cancer. He was inclined to believe 
that cancer is of bacterial origin, and he felt from the efforts 
that are now being made that the time is not far distant when 
the question will be fully settled. He did not like to have the 
impression go out that no advance has been made as to the 
causation and the treatment of malignant diseases. We do know, 
as has often been said, that continued and repeated irritation may 
be productive of cancer. Hence comes the necessity of attending 
to old and unhealed lacerations of the cervical tissue. Hysterec- 
tomy, as has been advised by Martin, Olshausen, Freund, Saeng- 
er and by others of the German school, has been productive, in 
a considerable proportion of cases, of excellent results. Later 
work in France as well as in our own country, and by our own 
confreres, has been of immense advantage to suffering women. 
So far as recovery from cancer is concerned by the use of prop- 
rietary medicines and by the so-called “‘cancer cures,’ he has 
the gravest doubts. If ever such supposed cases of cure by such 
treatment have taken place, he has reason to believe the outcome 
was the result of mistaken diagnosis, for as yet we have not a 
complete knowledge of the distinguishing element, as appears 
in cases of tuberculosis, diphtheria and tetanus, for determining 
in every case an accurate diagnosis. In arriving at the diagnosis 
of cancer much has to depend on the general judgment of the 
surgeon. The pathologist cannot as-yet lay claim to perfect ac- 
curacy as to what constitutes the real unmistakable feature of 
cancer. 

Dr. Jones remarkt that it is true that a considerable advance 
has been made in our knowledge and treatment of cancer, and 
in our ability to prolong life. He referred again to the advant- 
age that may sometimes occur by the use of a forty per cent 
solution of formaldehyde. 

Dr. Woods made mention of a case of cancer successfully 
treated by resort to radical surgical measures. He reported a 
case in which the patient remembered of her mother’s being 
treated by a physician who used, she said, all sorts of washes 
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and other applications. The patient thought the disease from 
which her mother suffered was cancer. If so, it was a record of 
cancer appearing in two successive generations. 

Dr. Tuttle, in closing the discussion, mentioned a case of a 
woman that came under his care. After opening the abdomen 
and finding as he then supposed that the disease was malignant, 
he went no further than to remove a specimen of it; this was 
sent to a prominent pathologist, who, it appeared, reported that 
the disease was cancer. The patient subsequently passt to the 
hands of parties who claim to cure malignant disease by certain 
treatment or specifics. The patient seems to have apparently 
recovered, but as this was the only case of malignant disease 
which he could find that had recovered by the use of such pre- 
tended cancer-curing remedies, he could only conclude that the 
case which he mentioned was one of mistaken diagnosis on the 
part of pathologist as well as surgeon. 


REPORT OF TWO CASES OF PUDENDAL HERNIA 
COMPLICATING PREGNANCY.* 


BY C. W. MILLIKEN, M. D., PORT MILLS, VT. 


Possibly a better title to this paper would be “perineal her- 
nia,” as these hernias appeared in the perineum and only second- 
arily found their way into the labia. Perineal hernias are more 
frequent in men than in women; but must not be confounded 
with inguinal hernias which accompany the testicles in perin- 
eal ectophy (reaching the perineal region by following the genito- 
crural fold), nor with femoral hernia, which may also reach the 
perineum or labium.- In man the rectovesical cul-de-sac and in 
women Douglass’ cul-de-sac gives them origin. According to 
Ebernathy they are of congenital origin, depending upon the par- 
ticular depth which the peritoneal cul-de-sac presents in embryo, 
seeming to be due to an abnormal persistence of this cul-de-sac 
to reach the pelvic floor. (The cul-de-sac descends much lower in 
the fetus and newly-born than in the adult and may contain 
intestinal loops.) This also explains the occurrence of vaginal 
hernias. 

The engagement of the bowel in the herniary passage is in 
the median line at its commencement; in descending it dissects 
thru the cellular tissue between the vagina and rectum, until 
meeting resistance of the perineal body it deviates to the right 
or left into one of the labia or may pass anteriorly into the 
vagina, or backward, forming a rectal hernia. 

According to Winckler, the perineal rupture may be one of 
three kinds: 

“The anterior is between the bulbo-cavernosus and the erec- 
tor clitoridis muscles: a posterior hernia of the labium majus. 

“The median passes between the bulbo-cavernosus and the 
deep transversus perinei muscles. 

“The posterior is between the levator of the anus and the 
great anal muscles.” 

While perineal hernias depend chiefly upon congenital de- 
fects constipation plays a very important part in their produc- 
tion. In my two cases the protrusions occurred in the fourth 
and sixth months of gestation and the pregnancy was undoubt- 
edly the exciting cause. 


DIAGNOSIS. 


The diagnosis is generally easy; the absence of inguinal or 
femoral hernia; the fact that pressure on the superior part of the 
labium majus does not prevent its appearance, while pressure 
behind does; the discovery of the orifice thru which it appears; 
and the pedicle being traced in the vagina. 

It must be differentiated from solid tumors, perineal ab- 
scesses and cysts, and abscess of Bartholin’s glands. 

In the prone position, with hips elevated, it disappears. On 
straining or coughing it reappears, often with a gurgling sound. 

Obturator hernias, prominent towards the greater labium, 
should not be mistaken for this form of rupture, for palpation 
will show that its pedicle descends to the separation of the hori- 
zontal and descending branches of the pubes. 

CASES. ‘ 

CASE I. A. R., aged 27, a frail, sickly woman, consulted 
me in February, 1899, in her sixth month of pregnancy, her 
last child having been born March 38, 1897. A short time before 
she found, after considerable pain, a swelling about the size of 
a hen’s egg in the right labium majus; no history of sudden ap- 
pearance following a strain. Examination showed the tumor to 
be a hernia. In the prone position it disappeared and finger- 
pressure retained it perfectly; it could be felt on the posterior 


*From paper read before the Vermont Medical Society. 


vaginal wall. As it did not cause great discomfort except on 
severe exertion, the patient was dismisst with the direction to 
avoid hard labor and lie down frequently until after confinement. 
She passt the remaining months of pregnancy with little incon- 
venience. The gut did not come down during labor, which was 
normal. I hoped theré would be adhesion of sac-walls following 
pressure of the descending head, but there was not, and the 
hernia still troubles her, and she has to avoid heavy labor. 

I am inclined to believe this hernia passes internally to the 
bulbo-cavernosus muscles; if so, its relations are: anteriorly the 
deep transversus perinei, posteriorly the superficial transversus 


perinei, externally the bulbo-cavernosus, and internally the 
sphincter vaginae. 
CASE II. Mrs. M—-, age, 35, large and strong, farmer's 


wife; second pregnancy; consulted me April, 1900. Examination 
showed a large, irregular tumor of the right labium of the 
size of a man’s fist, very painful (especially when at work), dis- 
appearing in prone position; appeared during fourth month of 
pregnancy after. heavy lifting. Anatomically it appeared to be 
about the same as the preceding case. A T—bandage with 
wooden pad gave some support, and she passt remaining months 
of pregnancy in comparative comfort. Labor was completed 
without complications. The hernia has appeared a few times 
since, sometimes for a day, at other times for only a few hours, 
accompanied by a burning pain. 


PREGNANCY COMPLICATED BY PYONEPHROSIS—OPERA- 
TION.* 


BY CHARLES G. CUMSTON, A. B., M. D., BOSTON, MASS. 
Late First Assistant in Surgical Clinic of Geneva, Switzerland. 


Cases like the following are of interest to both gynecologist 
and genito-urinary surgeon: 

Mrs. ——, age 29, multipara, was referred to me with diagno- 
sis of “uterine tumor’ complicating pregnancy. Good family 
history and previous health good. Previous two pregnancies and 
labors uneventful. Two years ago had slight cystitis of unknown 
cause, the urine containing some pus and a little blood, which, 
however, soon disappeared under appropriate treatment. Other 
than this, the patient said that she had always been well. 

Upon examination, I found the patient to be about at the 
end of the fourth month of her third pregnancy. About two 
months before her coming under my observation, her physician 
discovered a large mass in the right side of the abdomen, which 
was occasionally the seat of severe pain, especially when any 
pressure was exercised over it. At the same time that tha tumor 
was first noticed, the urine was found to contain a large amount 
of thick sediment and was very dark in color. Up to the time, of 
the tumor, the general health had not been impaired, but as 
the growth increast in size the abdomen became very tense and 
the urine became more and more laden with sediment. The pa- 
tient was a well built young woman with well developt muscles 
and a fair amount of adipose tissue. The cheeks were somewhat 
flusht and there was a slight fur on the tongue. There was no 
edema of the limbs, and there was no headache. The appetite 
was good and the bowels were acting normally every day. She 
slept well. Temperature normal; pulse 84. 

The abdomen bulged forward and the umbilicus protruded. 
By inspection a swelling in the right side could readily be de- 
tected, extending down to the pelvic brim and bulging somewhat 
in the lumbar region. By palpation a tumor could easily be made 
out above the symphysis, its upper limit being found in the middle 
line, midway between the umbilicus and symphysis, which was 
the pregnant uterus. The limits of the tumor could not be 
clearly defined except toward the middle line and near the uterus. 
Fluctuation was thought to be present. By percussion it was 
found that the left side of the abdomen was apparently free 
from the growth, as a clear tympanitic sound could be elicited. 
On the right side of the abdomen, which was occupied by the 
tumor, complete dulness was obtained, which reacht backward 
as far as the spine and occupied all the space between the iliac 
crest and the lower limit of the right lung. Percussion dulness 
extended directly from the uterus to the growth, and above, the 
liver dulness continued directly with it. By changing the position 
of the patient the area of dulness did not change. Ascites -was 
thought to be absent. An attempt to palpate the left kidney 
proved futile, on account of the extreme abdominal distension. 

Vaginal examination showed a four months’ pregnant uterus, 
but it was impossible to palpate the tubes and ovaries, and I was 


“Abstract of paper read before the American Association of Urologists. Entire 
paper appears in New York Medical Journal. 
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unable to distover whether or not the growth was connected with 
the uterus. 

The total quantity of urine voided in twenty-four hours was 
two litres. It was of acid reaction. A large quantity of dirty- 
white sediment accumulated at the bottom of the glass. By 
Esbach’s tube it was found to contain, after being filtered, five 
grammes of albumin to the litre. The urine drawn by catheter 
from the bladder was purulent and acid. Microscopically, well 
preserved pus cells and bladder epithelium were found, but on 
no slide could any casts be discovered. Examination of the 
sediment showed a large quantity of bacteria, but nothing thaf re- 
sembled the gonococcus. 

Catheterism of the ureters showed that the urine coming 
from the left kidney was perfectly normal, while that from the 
right contained all the pus that was being excreted, and a diag- 
nosis of right pyonephrosis was made. 

A few days later the ordinary lumbar incision was made and 
the convex aspect of the kidney was rapidly reacht. After free- 
ing it from the surrounding cellular tissue, a large incision was 
made into the pocket and about 1,500 ¢. c. of thin purulent fluid 
was evacuated. After this pocket was opened its interior was ex- 
plored by the finger, and another fluctuating mass presented high 
up under the ribs and bulged somewhat into the cyst cavity. A 
long pair of scissors was directed by the finger against this sec- 
ond cyst and a free opening was made into it, giving issue to 
about 300 c. c. of a thick yellow pus. The cavities were freely ir- 
rigated with a sterile salt solution, after which two large drain- 
age tubes were inserted and the cavities packt with sterile gauze. 

While emptying the cysts I noted that there was a consider- 
able amount of apparently healthy renal parenchyma, which led 
me to believe that if, by proper drainage, the pus cavities could be 
made to retreat, a fairly useful kidney might be saved. The 
drains were connected with a urinal and the urine collected direct- 
ly from the kidney revealed a large amount of detritus, many pus 
cells, and a large number of bacteria. The urine drawn from the 
bladder by catheter after the operation was clear, with a specific 
gravity of 1,021. The total amount obtained from the bladder in 
twenty-four hours was 1,100 c. c. Microscopically, not a trace of 
pus was found and it was free from albumin. 

The urine voided by the drains from the right kidney had 
a specific gravity of 1,010 the total quantity in twenty-four hours 
being 550 c. ce. It contained a large amount of pus, and after 
being filtered, Esbach’s tube showed that it contained six grammes 


- of albumin to the litre. 


The general condition of the patient remained fairly good for 
one week, the temperature remaining at about 38 degrees C. 
(100.4 degrees F.), and the pulse averaged about 90. The drainage 
from the kidney remained free, but the urine continued to contain 
a large amount of pus. The quantity of urine discharged by the 
bladder averaged ‘about 1,200 c. ec. in twenty-four hours, while 
that voided by the drains from the diseased kidney averaged about 
400 c. c. At the end of a week it was thought advisable to re- 
move the drainage tubes, which was done, and the sac was thoro- 
ly washt out with sterile salt solution. During the irrigation it 
appeared to me that the sac had considerably decreast in size, 
and as the general condition of the patient remained good, I was 
in hope that she would shortly recover with a fistula, which in 
turn would probably heal. 

However, in five days after removal of the drainage tubes, al- 
tho the sac had been carefully packt with wicking and free drain- 
age appeared to be obtained by this means, the patient was taken 
with a chill and her temperature rapidly reacht 40 degrees C. (104 
degrees F.) and the pulse 135. I therefore decided that there was 
a retention of pus, and I opened up the lumbar wound, and on 
breaking into the kidney substance there escaped about 300 c. ¢c. 
of putrid pus. By carefully exploring the kidney it was at once 
apparent that it was utterly useless to endeavor to save it, and I 
immediately decided upon nephrectomy. u 

As the kidney was buried in a thick lardaceous tissue, it was 
found necessary to extend the lumbar incision downward and to- 
ward the umbilicus, in order to give more working space, and after 
a most laborious and difficult dissection the kidney, which was 
nearly of the size of a full-term head, was removed. As I was 
unable to make a satisfactory pedicle, two large curved hysterec- 
tomy clamps were placed upon it and the kidney was cut off 
above them. The cavity left was packt with iodoform gauze and 
the skin incision closed, except at the point where the gauze was 
brought 

The subsequent course of the patient was most satisfactory. 
During the first twenty-four hours 500 c. c. of urine were voided, 
but by an exclusive milk diet and urotropin given in the dose of 50 
centigrammes (714 grains) four times daily, and also a solution of 


acetate of potassium, the urine finally reacht at the end of four 
days the satisfactory amount of 1,100 c. ¢c. 

Examination of the urine two days after the operation showed 
that it contained a large amount of urate of sodium, but there was 
no albumin, casts, or blood, and the patient was discharged well 
at the end of three weeks. The pregnancy continued uninter- 
rupted and the patient was delivered of a 744 pound baby at term 
without any trouble. 

I forgot to mention that the clamps were left forty-eight 
hours on the pedicle and were then removed, just as is done in 
vaginal hysterectomy, and I would also remark that on two other 
occasions where I have found it impossible to make a satisfactory 
pedicle, on account of the diseased condition of the surrounding 
tissues. I have resorted to this method, in both cases successfully. 

Examination of the specimen showed that the kidney weighed 
325 grammes after having been emptied of all the fluid contained 
in the cystic cavites, and was, as I have already said, of about the 
size of a fetal head at term. The renal pelvis was dilated, form- 
ing a cyst of about the size of a large orange, while the kidney 
itself was composed of three cysts, the largest occupying the mid- 
dle and lower thirds of the organ, while a smaller one occupied the 
upper third. A third cystic cavity was found at the lower tip of 
the organ, and contained some 50 c¢. c. of pus. All these cavities 
were lined with a thick, tenacious, dirty-gray membrane. The up- 
per cyst was the one that was opened thru the larger cyst. 

About three centimetres of the ureter had been removed with 
the kidney, and it was found that it took its insertion at about 
the middle of the renal pelvis, but in an oblique direction, so that 
it formed an acute angle with the renal pelvis. 

A certain amount of renal parenchyma was found, and that 
quite justified my endeavor to save the organ, but upon section it 
was found to contain small cysts varying from the size of a pea 
to that of a bean, filled with a purulent liquid. 

The pelvis of the kidney and the ureter were much thickened, 
and the lumen of the latter appeared considerably larger than nor- 
mal, but at the point where the ureter entered the pelvis the lu- 
men was considerably narrowed, forming almost a stricture. 

Microscopically, the renal parenchyma showed that the glom- 
eruli and tubules were quite normal in structure, but that there 
was a considerable increase of the connective tissue developing. 
In other parts of the field the uriniferous tubules were compresst 
and atrophied by an accumulation of highly colored round cells, 
which increast in quantity as the cyst was approacht, and finally 
the tubules had disappeared completely and been largely replaced 
by closely arranged round cells. The walls of the pelvis of the 
kidney were composed of a thickened mucous membrane and the 
muscular layer, both of which were intersperst with an abund- 
ant proliferation of round cells. 


GALL-STONES AS A SURGICAL AFFECTION.* 


BY S. H. WEEKS, M. D., PORTLAND, ME. 


There are a few important anatomical points a knowledge 
of which will aid the surgeon in his operations on the gall-blad- 
der and ducts; especially the relation of gall-bladder, common 
duct, hepatic duct and cystic duct to the portal vein, vena cava 


‘| and hepatic artery. The direction of the portal vein, hepatic and 


common ducts and the hepatic artery are the same: from the 
great fissure of the liver downward and toward the median line. 
The common duct, receiving the hepatic and cystic ducts about 
two inches from the great fissure, proceeds in an almost straight 
line to the duodenum, in its beginning lying directly in front of 
the portal vein; inferiorly it crosses the inferior vena cava at an 
acute angle before it passes behind the head of the pancreas. 
The gall-bladder when distended is usually in contact with the 
abdominal wali in front as well as with the liver, the hepatic 
flexure of the colon (or a portion of the transverse colon), with 
the duodenum and often with the pylorus; so that it is possible to 
make a communication between it and either the colon or duode- 
num—-depending however upon the size and mobility of the gall- 
bladder as well as of the intestines. Richardson, of Boston, has 
directed attention to the facts: (1) Just at the right of the rectus 
muscle opposite to the lip of the cartilage of the 10th rib the abdo- 
minal wall consists chiefly of skin and fascia. (2) The right upper 
quadrant of the abdomen—containing the liver, gall-bladder and 
portions of the kidney, stomach and duodenum—is separated from 
the peritoneal cavity below by the ascending and transverse colon 
and their mesocoli. (8) The colon is usually in contact with the 
abdominal wall from the ileo-cecal valve to the splenic flexure. 


*abstract of paper read before the Vermont State Medical Association. 
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(4) Extravasations will be immediately opposed by this peritoneal 
barrier—which may however be avoided by travelling downward 
along the right border of the ascending colon. It is well also 
to remember that the hepatic, cystic and common ducts all lie in 
front of and directly upon the great portal vein; and near its junc- 
tion with the pancreatic duct the ductus communis lies upon the 
vena cava—hence care must be taken not to injure these venous 
trunks. In the neighborhood of the neck of the gall-bladder the 
duodenum occupies the floor of what may be called the sub- 
hepatic space and the pylorus usually projects beyond the median 
line so that if inflammatory adhesions are formed the pylorus is 
very apt to be bound to the infected parts. The gall-bladder is 
covered by peritoneum except at its posterior surface—and in 
some cases a fold extends from its lower portion across the fora- 
men of Winslow to become expanded upon the duodenum, and 
there are also other anomalous folds occasionally met. A vertical 
incision, carefully made to avoid subjacent vessels, followed by 
digital separation, permits exposure of the head of the pancreas 
and under surface of the duodenum with the whole length of 
the common duct; the folds are exposed (with the foramen Wins- 
lowii) by drawing stomach, duodenum and transverse colon down- 
ward and to the left. 
CAUSES. 


About three-fourths of all cases of gall-stones occur in women 
-—most frequently between the ages of 30 and 60, their sedentary 
habits combined with over-indulgence in eating probably being the 
chief cause; the subjects, often being stout and very fond of 
starchy and saccharine foods. Tight-lacing and child-bearing are 
given as causes—90 per cent of women with gall-stones having 
borne children. 

There has been much discussion as to the use of the bile. 
It is now generally believed to be almost entirely excrementitious; 
absence of the bile from the intestines (as when all escapes thru 
an external fistula) is consistent with good health; experiments 
have shown that it is but of slight assistance to the pancreatic 
secretion in emulsifying fats; when it cannot escape rapid sys- 
temic poisoning occurs. 

The development of gall-stones seems to depend on crystaliza- 
tions of the excess of cholesterin and the bile-salts (possibly due to 
stagnation of the bile and absorption of its water by the walls of 
the gall-bladder; possibly to a catarrh of the mucous membrane: 
desquamating angiocholitis), with more or less inflammation and 
the presence of certain micro-organisms. 

The calculi vary greatly in number and size. It is not infre- 
quent to find 100 to 200 of the size of a bird-shot, but by far the 
largest number of patients has from one to ten, ranging in size 
from a pea to a walnut. Some are very soft (pure cholesterine); 
some very hard (mixture with lime salts); with all gradations be- 
tween. 

Caleuli are now divided into two classes: (1) Those produced 
by the colon bacillus; and (2) Those caused by the typhoid bacillus. 
The first is more common. The presence of an aseptic body in the 
gall-bladder does not cause inflammation, much discomfort or dis- 
turbance of function so long as the cystic duct remains patent; 
but when the duct becomes occluded and these germs are present 
immediate and severe trouble arises. Bile, held stagnant in an 
aseptic gall-bladder, has no tendency to precipitate or cause acute 
inflammation: but if pathogenic microorganisms find their way 
into the viscus from the duodenal opening of the common duct in- 
flammatory symptoms may follow with the formation of “stones.” 


SYMPTOMS. 


Gall-stones may exist without symptoms; when they become 
impacted in the ball-ducts they give rise to sharp, colicky pains 
in the right side of the abdomen shooting back under the scapula, 
lasting from a few minutes to several hours or days and some- 
times followed by jaundice or by signs of localized peritonitis in 
‘the region of the bile-tract. Jaundice occurs only when the com- 
mon (not merely the cystic) duct becomes occluded; it is a much 
More common symptom of tumor than of gall-stones. The gall- 
bladder may be distended by stones and the patient never sus- 
pect any trouble until one attempts passage of the cystic duct. 
Then begins distress, which is severe. The irritation from in- 
creast peristalsis causes increast secretion and the additional 
fluid adds vis a tergo—fortunately ending in expulsion of the 
stone, in many instances. The ducts are capable of great dilata- 
tion—usually the size of a small quill they may distend to admit 
the index finger; so a stone as large as one’s thumb may be found 
in any part of the canal. 

Nature is not, however, always successful in her efforts to get 
rid of the calculi by way of the ducts and intestines; and in her 
futile efforts a relatively large number of patients die. 

Sometimes there is inflammation and ulceration, with all 


the pain and discomfort these imply, until the surrounding walls 
give way and the impacted stone is discharged into stomach, 
duodenum or colon; or less fortunately the adhesions give way 
and the stones, pus, ete., drop into the general peritoneal space— 
usually sacrificing the victim’s life. 

The symptoms dependent upon passage of a stone are: Sud- 
den onset, intense pain under the right ribs, with nausea, vomiting, 
faintness and sweating; the pain abates and then returns—com- 
pelling the patient to double up with suffering; and all without 
much, if any, fever; after a few hours cessation of pain—from 
either passage of the stone or its dropping back into the bladder 
(ball-valve action). These attacks occur again and again until 
— relief is sought because of frequency, severity or disable- 
ment. 

When a gall-stone is hopelessly impacted (continuous dis- 
comfort, tumor over bladder) the surgeon does not do his duty if 
he waits until the patient is nearly exhausted from his sufferings. 
The operation is so comparatively free from danger, if done early, 
that to wait is inexcusable—it is only to invite complications. 


TREATMENT. 


Surgical treatment is indicated when the attacks are very fre- 
quent and severe, when jaundice is very markt and when there 
is evidence of suppurative inflammation in the gall-bladder or its 
neighborhood. 

Severe cholemia is apt to weaken the heart and predispose to 
hemorrhage, but as a rule even badly jaundiced patients bear op- 
eration well. 

If a calculus is impacted in the cystic duct the gall-bladder is 
to be opened and the stone removed. If it is impossible to extract 
it the stone may be crusht in the duct and removed in pieces or 
may be broken by padded forceps outside of the duct; or it may 
be necessary to open the duct to allow its escape—a very danger- 
ous procedure on account of infection. 

After removal of the stones the gall-bladder may be closed 
by Lembert sutures and dropt if not the site of suppurative in- 
flammation. But in most cases it is wise to stitch the sides of the 
opening to the parietal peritoneum and put in gauze drainage for 
two or three days. If there is no sign of trouble when the gauze 
is removed the opening may be closed by tying sutures introduced 
for that purpose at time of operation. 

If the gall-bladder is inflamed it may be treated by either 
total extripation or by long-continued drainage with irrigation. 

If the stone is in the common duct it must be removed by 
opening the duct (choledechotomy). The incision may be sutured 
or carefully drained if suturing be impossible. Before incising 
the duct an attempt should be made to push the stone back into 
the bladder (from which it may be much more safely removed) 
or onward into the intestine. McBurney has successfully removed 
a calculus from the common duct by incising the duodenum and 
stretching or incising the orifice of the duct. . 

When the obstruction in the duct has existed so long as to 
produce permanent obliteration an outlet for the bile must be pro- 
vided. This may be accomplisht by making a permanent ex- 
ternal fistula or by performing cholecystenterostomy, preferably 
by means of a Murphy button—anastomosis by suture giving a 
mortality of 30 per cent, while by the use of Murphy’s button 47 
eases gave but 2 deaths. 


PLACENTA PREVIA TREATED BY CESAREAN SECTION.* 


BY FRANCIS D. DONOGHUE, M. D., BOSTON, MASS. 
Instructor in Clinical Surgery, Tuft’s Medical School. 


The importance of placenta previa has been forcibly brought 
home to the profession by the advocates of Cesarean section; and 
on account of their articles the treatment of this serious condi- 
tion has taken on new interest. At the time when I reported 
the first entirely successful Saenger-Cesarean section for placenta 
previa there was little on record of value regarding the frequency 
and mortality in the various forms of this complication. All the 
statistics, however, that were available emphasized the serious 
nature of certain forms of placenta previa: it was ~ 
mitted that “this is the most fatal complication with which the 
obstetrician has to deal, and under the most favorable conditions 
(meaning by that the results of well-conducted lying-in hospitals) 
and in the hands of experts, shows a higher death rate, fetal and 
maternal, than almost any other obstetrical condition.” 

Gillette, in his statistics of mortalities, shows that the condi- 
tion is still a serious one. His report of the results of 216 cases 
in the hands of various men show 34 mothers lost, or a death rate 
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of 15 1-3 per cent, and 96 children, or 44 1-3 per cent. As to the 
variety of implantation, there were 88 cases of centralis, 20 moth- 
ers lost (28 8-11 per cent); while 66 children were lost (70.5 per 
cent.) Of the other forms of implantation (partialis and mar- 
ginalis), 128 were reported, with 14 deaths for the mothers, a 
death rate of 1 per cent, and 14 of the children, or a death rate 
of 31.5 per cent. Shauta in a recent article, while arguing against 
section, gives the following figures: Placenta previa centralis, 50 
cases, with the death of 9 mothers (18 per cent), and 35 children 
(70 per cent), while in 184 cases of partial previa he lost 7 mothers 
3.8 per cent), and 92 children (50 per cent). These statistics do 
not differ from those quoted in my original paper, of Jardine, 
who (1896-8) reported 12 complete, with 1634 per cent maternal 
deaths and 66% per cent fetal, except that they are enough higher 
to prove that it is even more fatal than we originally believed. 
In primiparae this condition can not be said to be so rare as not 
to require consideration, as it occurs in about one in eight cases of 
previa. Fry in reporting 14 cases reports 7 cases in primiparae. 

It has been said that the os with placenta previa is more eas- 
ily dilated than if normal. This statment should be changed, for 
there have been cases enough reported and evidence enough ad- 
duced in the past two years, to warrant the statement that the 
os is more easily torn than normally, while doing manual dilation 
and extraction; in fact, there are many cases of spontaneous rup- 
ture of the uterus in the presence of placenta previa. Schultze, in 
a discussion of uterine rupture, gives as a cause paraylsis of the 
region of placental insertion. He refers to the fact that during 
pregnancy the uterine wall develops less in the portion where the 
placenta is attacht than elsewhere, and that when the placenta 
is adherent, the portion of the uterine wall left after its separa- 
tion is thin. Failure of this area to contract he terms paralysis 
of the area of placental insertion. Anatomatically no part of the 
uterus is more liable to rupture than the lower segment during 
labor, not only on account of the retraction of the muscular fibers 
of the uterus and the consequent thinning of the lower segment, 
but to the causes of rupture as pointed out by Schultze. If spon- 
taneous rupture is not uncommon, what may we expect with forci- 
ble dilatation and delivery? - 

In the past two years there is hardly a city in this country in 
which Cesarean section for some condition has not been per- 
formed, ranging from rigid os to eclampsia, and everyone is fa- 
miliar with the ease and success of the operation. During the 
same time the number of craniotomies has grown steadily less, due 
not only to the improvement in surgery, but to the profession’s 


awakened conscience. 

When Ford of St. Louis, in 1892, advocated Cesarean section 
in certain cases of placenta previa, on purely theoretical grounds, 
he did so when the death rate from most abdominal operations 
was still very high; but he was convinced that the do-nothing or 
the uncertain and indefinite methods then in use might be well su- 
perseded, in a large number of cases, by an operation which even 
then was promising the brilliant results it has since obtained. 
The most important point on which a resort to section was based 
was the fact that we have to deal with two patients, and our 
whole duty is not conscientiously performed if we deliberately 
sacrifice or neglect the interests of the one in favor of the inter- 
ests of the other. The discussions of the results obtained in the 
treatment of placenta previa, are very important, for before that 
‘time the reports of large numbers of cases were few and in many 
instances combined old pre-antiseptic results with later ones, in 
such a manner as to be of little use in forming proper judgment. 

What has been the sum total adduced by the advocates of 
“no change from old methods?” The gradual lowering of maternal 
mortality has been brought about by the sacrifice of larger and 
larger percentages of children. Fry, of Washington, reported 14 
eases treated as follows: Bi-polar version and slow extraction 9 
times, membranes ruptured and delivery left to nature once, 
tampon and natural delivery once, forceps extractions 4, including 
one application to after coming head. All of the mothers recov- 
ered and 5 out of the 15 infants were born alive. Of the infants 
lost, 2 (twins) were not viable; one, in fact, was at the seventh 
month of utero-gestation and 4 were dead when the case came 
under observation. The death of 3 infants occurred during de- 


livery. 

Ehrenfest, of St. Louis, in his paper on “The Impropriety of 
Cesarean Section in Placenta Previa, with Remarks on a Rational 
Method of Treatment,” (the major portion of whose bibilography 
is later than 1898) arrives at the following conclusions: “Saving 
the child’s life should be one of the main tasks of the obstetrician, 
but it must not be forgotten that there is an indisputable rule that 
the mother’s life ought to be valued higher than the child’s. We 
cannot deny that the excellent results of the modern treatment 
of placenta previa have been gained only at the expense of fetal 


life. We cannot deny that the result of this treatment in regard 
to fetal mortality is very unsatisfactory.” 

Harris at. the Pan-American Medical Congress reported nine 
cases treated by rapid manual dilation, followed by delivery, with 
only three children saved. 

Zinke, of Cincinnati, gives his fetal mortality in placenta pre- 
via in 40 cases as 55 per cent, but he does not give an analysis of 
the position of the placenta. 

These are not cases selected to prove or disprove any position, 
but are the most recent publisht American results. If necessary 
to take figures obtained under the very best hospital conditions 
abroad, to prove that in the hands of the most skilful, the child 
can expect little, let us take the figures of Shauta, given under date 
of February 26, 1902, and we find little change from those already 
given. He says: “The fetal mortality with our present treatment 
is a high one because we treat expectantly and refuse to perform 
immediate extraction as a procedure dangerous to the mother.” 
Out of 234 cases of placenta previa, 127 children were lost, a per- 
centage of 54. There were 35 deaths in children in the 50 cases of 
placenta previa centralis, 70 per cent, leaving 92 cases of placenta 
previa of varied types (excluding placenta previa centralis), 50 
per cent mortality. 

The question we should put to ourselves in dealing with pla- 
centa previa is this: Are we justified in advocating and perform- 
ing an operation which may have a slightly higher death rate for 
the mother, but which offers 95 chances in 100, at least, to a fetus 
alive at time of operation? 

The profession in this country certainly have answered this, 
and have answered it affirmatively in substituting Cesarean sec- 
tion for craniotomy and premature delivery in cases of pelvic 
obstructions, both of which procedures have an extremely low 
maternal mortality, but a very high fetal. And again, how many 
of our practitioners are willing to uphold Leopold when he says: 
“In private practice, owing to unfavorable surroundings, crani- 
otomy, in contracted pelvis, is preferable to Cesarean section.” 
When the fetal heart is weak he perforates! 

The unfavorable surroundings in private practice, of which 
Leopold complains, are not lookt on in this country as contra- 
indicating conservative midwifery, and it is by reasoning on condi- 
tions. prevailing abroad that the opponents of Cesarean section 
for any form of placenta previa in this country make their great- 
est mistake. Then, by giving us the statistics and results of hos- 
pital cases in expert hands, they so minimize the danger, to the 
student, that every graduate in medicine looks upon himself as 
competent to treat any case of placenta previa in private practice, 
until some frightful experience teaches him differently. If the 
success of American midwifery is not a sufficient refutation of 
the treatment proposed by Leopold, one has only to think of the 
thousands of successful capital operations which have been per- 
formed in private houses, for every conceivable condition, before 
deciding that section in private practice is not justifiable. 

Has the child a right to its life? This has been so thoroly 
considered in years gone by, in discussing the unjustifiability of 
craniotomy, that it hardly seems necessary to discuss it again; 
but if the child has a right which forbids the direct taking of its 
life, “is there anything but a difference in degree between perfor- 
ating the head, an operation which we know will destroy the child 
and in performing forcible extraction which of itself will result 
in the loss of one-half to four-fifths of the children?” 

It is urged that a large proportion of these children are not at 
full term. That may be so, but in over 90 per cent of reported 
eases the child has lived in utero beyond the period at which it 
is viable, and all the children delivered by Cesarean section in the 
presence of placenta previa since 1899 have been delivered alive 
and have lived a certain length of time afterwards. 

The resort to a Porro I do not believe to be indicated in a case 
of previa, unless otherwise complicated, any more than it is in 
eases of contracted pelvis. The failure of the uterus to con- 
tract does not seem to be a good indication for Porro. I believe 
that many cases of excessive hemorrhage will disappear if the 
operation is not performed with one eye on the time and the other 
on the field of operation. 

Andrews, in summarizing his paper on “Cesarean Section vs. 
Craniotomy,” says: “I will say that craniotomy on the living 
fetus is very, very rarely justifiable, unless the choice of the 
mother to sacrifice the life of her unborn child, rather than subject 
her own life to a slight risk, renders it justifiable.” If the mother 
has, in cases like placenta previa, or pelvic obstruction, the right 
to decide what treatment the attending physician shall employ, to 
the end that she shall not be exposed to any danger, that her 
child may live, or shall have the right to demand an operation 
(Porro) that she may not again be exposed to the dangers of preg- 
nancy, why has she not the same right to decide that any given 
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pregnancy may be attended with more danger than she desires 
to risk, and call for the termination at any time she may elect? 
How many of the profession are willing to act as passive agents 
in carrying our such treatment? 

In my cases, after removing the child from the uterus, I have 
waited and allowed the uterus the same time to contract and re- 
tract that I would allow if conducting a normal delivery. This 
I believe to be very important, and if, as in some cases, there seems 
to be danger from the loss of a small amount of blood, I would free 
one edge of the placenta, put a gauze wick thru into the vagina 
and close uterus and abdomen, leaving placenta to separate later. 
The danger of ventral hernia following operation does not seem to 
be important if the incision is made thru the rectus muscle and 
properly closed. 

CONCLUSIONS. 

Cesarean section in certain cases of placenta previa has a fair- 
ly well-defined standing; its limits can not as yet be accurately 
defined. At present it seems that the conservative Sanger should 
be performed in cases of: 

1. Complete placenta previa. 

2. Placenta previa in primiparae in the presence of severe 
hemorrhage or a rigid os. 

8. When there is a history of previous operative delivery. 

4. It should be considered in all cases of placenta previa 
where version is indicated if a reasonably skilled surgeon is avail- 
able, and only rejected by an ordinary obstetrician. 

5. All of these indications are based upon a probable viable 
child, 28 weeks of gestation and upward. 

When the pendulum swings from the excessive amount of sur- 
gery taught in the medical school, to the proper teaching of ob- 
stetrics it may be necessary to revise theSe indications. 


REPORT OF SOME CASES OF GALL-STONES.* 
BY W. H. NUTE, M. D., EXETER, N. H. 


The following cases illustrate some interesting pathologi- 
eal conditions as well as some diagnostic difficulties: 

CASE I.—Mrs. H., aged 74, had dyspepsia and frequent at- 
tacks of “neuralgia of the stomach” for 40 years—one attack 
(about 15 years ago) being very severe, followed by jaundice. At 
time of examination she was in fair condition but suffered much 
pain in region of gall-bladder; chills; temperature 101 degrees; 
very sensitive tumor in region of gall-bladder. Operation ad- 
vised but refused. 

Six months later the abscess opened spontaneously at outer 
border of right rectus, three inches from lower border of ribs. Af 
ter discharging pus for about six months the abscess threw out 
two gall-stones about the size of horse-chestnuts; and the sinus 
closed next month. Two months later it reopened and two small 
stones escaped. A year later it closed again but re-opened one 
year later and still discharges. 

CASE II.—Mrs. J., aged 42, obese, first attack of gall-stone 
colic ten years ago; in bed two weeks. Many less severe attacks 
since with occasional slight icterus. Last one very severe and op- 
eration finally assented to. 

On opening the abdomen a distended gall-bladder presented. 
A large quantity of muco-pus was evacuated and 87 gall-stones re- 
moved, the largest being lodged‘firmly in the cystic duct—removed 
with great difficulty. Fistula closed in seven weeks and patient 
was cured. 

CASE III.—Mrs. P., aged 40, had been taking olive oil and 
morphine for gall-stones for past six years; morphine habit for 
two years; no stones ever detected in stools; occasional slight dis- 
coloration of sclera; markt tenderness in right abdominal region. 
Latterly during attacks of pain had strong suicidal tendency. 
Operation December 31, 1901. Gall-bladder adhesions numerous 
and strong; coats very thin, ducts patent. Removed 13 large 
stones. Discharged from hospital January 22, 1902. Fistula 
closed February 1, 1902. Cured. 

This case, while quite free from pathological changes in region 
of gall-bladder, presents some of the common and, I consider, 
strong indications for operative treatment. 

CASE IV.—Mrs. B., aged 33, had been under treatment many 
years for “dyspepsia,” “diarrhea” and “neurasthenia;” never had 
colic, jaundice or tenderness over normal region of gall-bladder. 
Careful palpation revealed small tumor in region of appendix. 
History of appendicitis negative. Attachment of tumor could not 
be defined. Exploratory incision advised. Operation January 13, 
1902. A supraumbilical incision, in the median line was made. 


' “Abstract of paper read before New Hampshire Medical Society. 


The only abnormal condition found was an elongated gall-bladder, 
which was easily brought into the wound, opened, and 147 gall- 
stones removed. Discharged February 22, 1902. Fistula closed 
about April 1, 1902. 

CASE V.—Mrs. M., aged 27, has had constant distress in re- 
gion of gall-bladder many years, with frequent attacks of colic; 
no jaundice; no stones found in feces. Morphinism. 

Operation February 12, 1902: Large tumor presented at wound; 
aspirated half pint colorless fluid; opened bladder and removed 
41 stones. Large stone in cystic duct not removable. After ad- 
hesions formed a 5 per cent solution of animal soap was fre- 
quently injected into gall-bladder, in two weeks the stone was 
loosened and removed thru the fistula. Patient discharged March 
22, with fistula closed. 

CASE VI.—C. F. N., aged 23, never ill until eighteen months 
ago; severe pain in “stomach” radiating to back—considered to be 
colic from eating apples after violent exercise. Recurred again 
and again about every two weeks, paroxysm lasting about 40 
minutes; no jaundice. Constant pain in pyloric region past six 
months so severe to require morphine daily. No doctor who 
treated him thought of gall-stones because of his youth. 

Operation March 15, 1902. Gall-bladder presented at wound 
—ceats so thickened as to perfectly conceal stone within. On open- 
ing bladder there was markt bleeding, after checking which 851 
gall-stones were removed. He was discharged April 12 and fis- 
tula was closed April 20. 

CASE VII.—Mrs. L., aged 50, for 13 years had uncomfortable 
feeling in upper right abdominal quadrant, radiating to back; oc- 
easional slight jaundice; constipation; no colic; tenderness over 
gall-bladder; liver dullness greatly increast. 

Operation April 8, 1902. On opening the belly there presented 
a small contracted gall-bladder lying high up under a greatly 
enlarged liver. On incision, found bladder filled with thick bile- 
stained fluid. One stone in mouth of cystic. duct. Other ducts 
free. Fistula closed May 9, 1902. 


TECHNIC. 


The method adopted in all of these cases was practically the 
same, the exception being, that, in the case of doubtful diagnosis, 
the incision was made in the median line, above the umbilicus, 
instead of at the outer border of right rectus, from angle of ninth 
rib, downward for from three to four inches. The abdominal 
cavity was carfully entered, gall-bladder located and adhesions 
broken down with the finger. Two, number 14, silk ligatures were 
passt thru the fundus by curved needles. These ligatures were 
used to anchor the gall-bladder in the wound. The organ was 
then aspirated, after which the ducts and adjacent organs were 
earefully palpated. 

The next step, owing to the acknowledged bacterial cause of 
gall-stones, was the thoro protection of the abdominal cavity by 
gauze packing. Gall-bladder incised, hemorrhage, quite profuse, 
checkt and stones removed with scoop, forcep or finger. A good- 
sized rubber drainage tube, without lateral openings, was intro- 
duced into the gall-bladder and the viscus was sutured to the ab- 
dominal wall, using sutures of well-seasoned catgut, in the follow- 
ing manner: Suture the peritoneum of gall-bladder to parietal 
peritoneum and the mucosa to lower layer of abdominal aponeu- 
rosis. A small gauze wick was placed in lower angle of abdo- 
minal wound and the wound partially closed by silk-worm gut 
ligatures. 

The gauze wick was removed in from one to two days and the 
rubber drainage in from five to six days. 

The cases all ran a smooth, afebrile course. Present general 
condition, good. 

From an extended personal observation, I seriously believe 
gall-stones toibe a condition which we, as a profession, have too 
often neglected, relying almost wholly upon medicinal treatment, 
ignoring the fact that when gall-stones are formed, no known 
medicine can dissolve them or produce any material benefit ex- 
cept by way of palliation, and not seriously considering, until 
too late, the many grave complications almost sure to be pro- 
duced by prolonged irritation from their presence. 


DISLOCATION OF THE HIP DURING NORMAL LABOR.* 
BY L. B. NEWTON, M. D., NORTH BENNINGTON, VT. 


It is not my desire to present a dissertation on obstetrics, 
surgery of the hip-joint, fractures and dislocations, or the path- 
ology of pelvic cellulitis; but to simply relate the facts, give 
the history and describe the treatment of a case which was re- 


cently under my care. 


*Abstract of paper read before the Vermont Medical Society. 
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January 14 I was called to the bedside of Mrs. R—, age 
27, mother of five healthy children. On October 8, labor began 
at 10 p. m.; early next morning a doctor was called, but soon 
after his arrival the pains diminisht in frequency and force— 
pointing to a slow delivery. “For fear of exhaustion and to 
save time” (he said) he began an anesthetic and forcibly deliv- 
ered with forceps. He left for home before the woman regained 
consciousness. Next day she said to him: ‘Doctor, there is 
something wrong in my left hip.” Without examination, he as- 
sured her she was all right. Two days later he was called again 
on account of the intense pain in the hip; and because she had 
a chill. He assured her she had “typhoid fever coming on,” and 
prescribed accordingly. Some days later an abscess appeared 
one and a half inches below Poupart’s ligament in close proxim- 
ity to and to the left of the femoral vessels. At this time the 
doctor was discharged and another called; and he opened the ab- 
seess. After providing free drainage and ordering a tonic he 
declined to have more to do with the case (a charity one), leav- 
ing her to die or to recover as Nature might determine. 

At the time of my examination, I found emaciation, debility, 
pulse rapid and weak, temperature 101° F., anorexia, constipa- 
tion, and no sleep without morphine to allay pain and discom- 
fort. The hip and thigh were swollen and painful, and the ab- 
scess discharging pus, fluctuation present from crest of ilium to 
within four inches of the knee. The thigh was fixt to a right 
angle with the body, the leg at a right angle with the thigh and 
the foot inverted. The knee of the left leg laid against the thigh 
of the right—the left knee four inches above the right and the 
abductor muscles firmly contracted. Altho there was no pos- 
sibility (on account of the pain and swelling) of finding the head 
of the femur or the trochanter by manipulation, from the defor- 
mity alone, I made a diagnosis of dislocation of the hip. 

With everything apparently against success, I yet determined 
to save her if possible, and to that end made the sanitary condi- 
tions as good as possible in the way of cleanness, antiseptics, 
disinfectants, etc., and put her on tonics, stimulants and nutri- 
ents. In course of time her general condition improved and the 
abscess healed. 

March 17, with the help of Drs. Skinner, of Hoosick Falls, 
N. Y., and A. 8. Chisholm and E. B. Daly, of Bennington, Vt., 
the dislocation of the head of the femur was reduced, when the 
knee and foot assumed their natural position and the leg its 
proper length. In the manipulation necessary to accomplish 
this the cicatrix of the old abscess was torn open and the mus- 
cles and ligaments ruptured more or less; so, soon after this ad- 
justment of the limb, pus again accumulated in the tissues of 
the thigh—treated by free incision and drainage. Shortly after 
this healed an abscess formed at the knee; it was promptly 
opened, about two ounces of pus evacuated; and quickly healed. 

July 1, she was discharged, well, but with one and a half 
inches shortening of the affected leg. Motion at knee and hip 
fairly good. 

How was this dislocation produced? And when did it oc- 
cur? An.extended search thru obstetric literature shows no simn- 
ilar case recorded, so these questions must be answered purely 
from the history of the case as presented. It is probable that 
this woman has a shallow acetabulum and that in the handling 
of the woman at delivery the head was pusht out of its socket, 
and the condition not noticed; subsequently the injured soft 
parts became infected and suppurated because of the puerperal 
sepsis which followed the instrumental delivery. 


HOW TO ASSIST YOUNG GIRLS TO WOMANHOOD. 
BY EDWARD C. HILL, M. D., DENVER, COLO. 


The primary establishment and the menopausal cessation of 
menstruation are the two crucial physical epochs of woman’s 
life. The change from maidenhood to womanhood is one that 
involyes the whole body, and manifests itself alike in the form, 
the voice and the sexual and nervous phenomena. In an ideal 
state of perfect health this transition into puberty should be as 
natural and uneventful as gliding from sleep into conscious- 
ness. Owing, however, to the present civilized modes of living, 
the cerebral development of young girls is fostered and forced 
to a degree that deprives the remaining tissues and organs of 
their necessary nutrition, and too often we are called upon to 
treat delicate girls that are like buds blasted in the’ blossoming. 
Many a woman traces back a prolonged existence of semi-invalid- 
ism to exposure and lack of care at the early disorders by inter- 
fering with circulation and exciting uterine displacements. The 
strain of puberty upon the nervous and blood-forming struc- 


tures may be too great in a subject hereditarily deficient in vital 
resistance and adaptability. So we may count among the mor- 
bid incidents more or less peculiar to puberty, chlorosis and ane- 
mias, general debility, neurasthenia and hysteria, acute pneu- 
monic phthisis, chorea and hebephrenia. 

According to Emmet more than half of all women who have 
suffered at puberty from menstrual derangements are sterile 
and delicate in after life. Skene has stated that his observations 
showed the vast majority of incurable diseases peculiar to wo- 
men originate in imperfect development and consequent derange- 
ment of function. This development is either primary, during 
the embryonic stage; or secondary, at puberty. Defects in the 
former are irremediable, whereas secondary deviations from the 


normal standard are both preventable and curable in most 


instances. 

It is important in connection with the subject under con- 
sideration to bear in mind the essential reciprocal relations of 
the reproductive system and the general organization. As Vir- 
chow says, all the specific properties of woman’s body and all 
her womanly characteristics depend upon her ovaries. In other 
words, a woman is not fully a woman unless her sexual develop- 
ment is natural and complete and in line with a healthy general 
organization. The phenomena of menstruation offer the most 
palpable evidence of the onset of puberty. The precise nature of 
this rythmic cycle is overshadowed by a jungle of theories, and, 
as Milliken well says, we can do no better in the present state of 
our knowledge than accept menstruation as ‘a habit which has 
been nailed upon our race by heredity,” and which is for us 
an ultimate biologic fact. 

Normal menstruation in temperate climates generally begins 
in the fifteenth year. In the tropics it appears much earlier, 
so that in Mexico one may see a grandmother of only twenty 
years. Within the Arctic Circle Eskimo girls do not generally 
arrive at puberty until the eighteenth year. City girls usually 
have the menstrual flow earlier than do hard working country 
girls, in whom muscular exercise has the same derivative effect 
on the pelvic blood supply as too intense devotion to study. 

The time, amount and character of the menstrual flow vary 
normally within wide limits. The menstrual cycle for different 
individuals ranges in perfect health from two to six weeks. 
The average duration in the temperate zone is about four days. 
Soaking more than three napkins daily is considered abnormal. 
Anemic girls, as a rule, tend to menorrhagia; chlorotic ones, 
to scanty menstruation. Clots are present when the amount 
of blood is great, or the mucus and fatty acids scanty. <A peri- 
odie white menstruation, from supersecretion of the uterine 
glands, is not infrequently noticed in the intervals midway of 
inenstruation. 

Menstruation is or should be a perfectly physiologic pro- 
cess. In the virgin disorders of menstruation of whatever na- 
ture are nearly always dependent upon the defective nutrition 
of the reproductive organs, and this in turn upon a blood supply 
insufficient in quality or in quantity. In the great majority of 
cases, therefore, our efforts to aid nature in effecting the trans- 
formation of the girl into a woman should be in the line of a 
happy balance of nutrition between the special female organs and 
the body as a whole. 

Hygienic measures are of the first importance. Fresh air 
and sunshine are always in order. Exercise is especially indi- 
eated for the fat and flabby chlorotic girl, and her diet should 
be restricted in sugars and starches. The highly active, intel- 
lectual girl must rest from her studies and try to become a little 
lazy. Proper precautions should be taken in regard to reason- 
able care of the person at the time of the monthly periods. Yet 
the physician should be aware of unduly alarming his little pa- 
tient, and so bringing about a condition of hypochrondiacal val- 
etudinarianism. Simple cleanliness is certain to do no harm, but 
good. The conservation of the general health and vigor is the 
chief factor in maintaining safe and easy menstruation. 

In spite of hereditary defects, if the physician could have 
full control of the diet, clothing, hygiene and environments of 
the little girls in his clientele up to the date of puberty, but lit- 
tle if any medication would be then required. Unfortunately, 
however, the lack of harmonious development in the preado- 
lescent period necessitates considerable medical attention to se- 
cure a normal course for the critical metamorphosis of puberty, 
whose influences, as Dudley remarks, are fundamental, not only 
in the reproductive organs, but in the entire woman. Actual 
pain at the menstrual period in the young virgin may be con- 
sidered always pathologic, and the same is true of menorrhagia 
or very scanty menstruation. Such abnormalities of function 
should direct our attention to the state of nutrition especially. 
The obese, chlorotic girl must take more exercise; the thin, deli- 


Soa 


i 
h 
H 
li 
T 
M 
8a 
fe 


if 
\ 

| 
HH 

i 
| 
| 
| 

| 
| 
| 

| 
| 
| 
| 
| 
: | 
is 
| 
i 
tak 
i 
i! 
| | gai 
; 
slig 
ma 
her 
| She 
i! 
Hal 
ie | and 

girl 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 53 


eate, sensitive girl, more rest. Fresh air and sunshine are needed 
in every instance. Red meat, eggs and other blood-forming 
foods should be taken in such quantities as can be well borne. 
The appetite for wholesome nutriment should be encouraged, if 
need be, by stomachic stimulants, such as the official elixir of 
strychnine, pepsin and bismuth. The use of bromides, coal-tar 
analgesics and diffusable stimulants at the menstrual periods can 
be regarded only as a temporary makeshift. 

The most constant and positive clinical sign of imperfect 
puberty is deficiency of the blood in red corpuscles and hemo- 
globin, the chlorotic type being perhaps more common than 
the simple anemic in relation to menstrual disorders. Hemic 
defects and malnutrition act reciprocally as cause and effect. 
The oxidizing life of the blood is in the iron it contains, with 
about one-twentieth as much manganese. The total iton of the 
adult body amounts to but 2.5 or 3.5 grams, chiefly in the form 
of hemoglobin. The normal daily content of iron in the food of 
an average diet, is, according to Stockman, from five to ten 
milligrams. When absorbed, as in health, this food-iron replaces 
the metal continually lost by disintegration of blood corpuscles 
and execretion. The round of iron in the body seems to be from 
the duodenum to the mesenteric glands, thence to the thoracic 
duct, the general blood current and the spleen, from where it 
passes to the liver to be synthetized into hemoglobin for the red 
cells, on the breaking down of which the dissociated iron is 
eliminated by way of the large intestine. 

The use of iron in anemic and chlorotic conditions is, of 
course, a cardinal principle in therapeutics. In girls becoming 
women to supply a deficiency of erythrocytes or hemoglobin, 
one might infer at first thought that the best method would be 
to administer hemoglobin, that is, blood in some form. Chemis- 
try proves, however, that when hemoglobin is taken into the 
stomach it is changed by the acid there to hematin (causing the 
coffee-ground color of small gastric hemorrhages), which, accord- 
ing to Cloetta, passes down the alimentary tract without being 
absorbed. 

Most authorities conclude that inorganic compounds of iron 
in order to be absorbed must first be changed to albuminates by 
combining with food matters. All albuminous substances are 
hydrolyzed to peptons before they are capable of absorption. 
Hence it follows that a peptonate of iron is the preparation most 
likely to be readily and completely absorbed and assimilated. 
The best remedy of this composition, I think, is Gude’s Pepto- 
Mangan, which I have used for the past ten years with great 
satisfaction, particularly in the hemic and nutritive disorders of 
female puberty. 

This neutral solution contains three grains of iron and one 
grain of manganese in each tablespoonful. The latter ingredient 
is doubtless to be credited with a large part of the nearly specific 
effect of the remedy in functional menstrual derangements. The 
preparation is pleasant to the eye, agreeable to the palate and 
has the great advantage over inorganic iron compounds of not 
corroding the teeth, deranging digestion nor inducing constipa- 
tion. According to the nature and severity of the case, the dose 
varies from a teaspoonful to a tablespoonful. It is well taken in 
milk or sherry just after meals. 

The following brief clinical notes may serve to illustrate the 
facts above stated. The blood count in each instance was made 
with the Thoma-Zeiss hemacytometer; hemoglobin was calculat- 
ed by the Hammerschlag specific gravity method. 

I need hardly remark that the blood findings at the altitude 
of Denver are normally higher than at points near sea level. 

CASE I.—Josie K., 15 years, thin, delicate and somewhat 
strumous, had menstruated irregularly and intermittently for 16 
months; erythocytes 3,600,000, hemoglobin 58 per cent. She was 
taken out of school, put on a diet largely protein, given aloin, 
strychnine and belladonna pills for her bowels, and for her 
blood, Pepto-Mangan (Gude), a dessertspoonful four times daily 
after eating. Under this treatment she made an average weekly 
gain of 14% pounds in weight, about 150,000 red cells and 3% per 
cent hemoglobin, and was discharged cured in ten weeks. 

CASE II.—Alice R., 18 years, rather stout, but pale, with 
greenish tinge; complained of palpitation and breathlessness on 
slight exertion; menstruation barely begun and scanty. She was 
made to take gradually increasing exercise on her bicycle, a cool 
bath every morning, less carbohydrates and more proteins in 


her diet, and Pepto-Mangan (Gude) in the dose above mentioned. 


She recovered from all her morbid symptoms within four months, 
and has since married and given birth to two healthy children. 

CASE III.—Amelia B., 23 years old, an overworkt servant 
girl, had suffered since the periods first began, nine years be- 
fore, with markt dysmenorrhea, the flow being prolonged but 
rather scanty. The red blood cells numbered 3,800,000 per cu. 
mM. m., with proportionate oligochromia. She was induced to rest 


at home and take six eggs daily, along with other nourishing 
food and Pepto-Mangan (Gude), a dessertspoonful four times 
daily an hour after food. She made a very rapid recovery, the 
red cells running up to 4,900,000 within two months and the 
menstrual periods becoming quite normal. By exercising proper 
care she has remained well for the past eight years. 

CASE IV.—Olive M., 13 years, blonde, thin, active, sensitive, 
a hard student, just beginning to menstruate, the flow being 
scanty and accompanied with pain. The blood count was 63 per 
cent of normal, the color index 57 per cent. Under treatment 
similar to that mentioned in the first case, she became round 
and rosy, menstruated freely and easily, took on 17 pounds in 
weight and raised the blood findings above the normal at sea 
level, all within eight months. 

CASE V.—Fannie R., 17 years, active, ambitious, intelligent, 
had such excruciating pain all thru her menstrual periods for 
two years as to cause actual wasting. Physical examination 
revealed nothing abnormal except an undersized uterus. She 
was given Pepto-Mangan in tablespoonful doses three times a 
day, and was told to lie with the head lower than the hips. 
After three months’ treatment the periods became quite painless, 
and have remained so for five years. 

CASE VI.—Flora J., 16 years old, began to menstruate pro- 
fusely a year before, since which time she has been always ail- 
ing; erythrocytes 3,100,000, hemoglobin 63 per cent. She was 
given cool baths and massages, a bitter tonic, laxatives and 
Gude’s Pepto-Mangan in dessertspoonful doses. When  dis- 
charged cured, five months later, the blood count was 4,700,000, 
hemoglobin 95 per cent. 

CASE VII.—Maggie W., aged 15, clerk in a department store, 
was extremely chlorotic (hemoglobin 28 per cent), with a soft, 
systolic basic murmur and some symptoms of gastric ulcer; 
menstrual molimina but no flow. She was kept in bed at home, 
fed largely on meat, fish and eggs, and was given Pepto-Mangan 
(Gude) thrice daily a tablespoonful at a time. The functional 
murmur soon disappeared, the iron in the blood came gradually 
up to normal, the patient gained in weight as she gained in 
health, and menstruation appeared regularly. 

CASE VIII.—Nora R., 14 years, healthy in appearance, but 
neurasthenic; no trouble with menstruation, except at this time 
she became more nervous and developt a rapid pulse and some 
swelling of the thyroid gland. For this incipient exophthalmic 
goiter she was kept in bed with a cold pack over the thyroid at 
the menstrual period; and was given Pepto-Mangan (Gude) stead- 
ily for six months in dessertspoonful doses. She has been quite 
well and free from the symptoms mentioned for over a year. 

In conclusion the writer would like to emphasize the peculiar 
physiologic efficacy of Pepto-Mangan (Gude) in aiding young 
girls to a normal womanhood, when the crisis of puberty is com- 
plicated with any defect in blood-making and nutrition. Its ac- 
tion is prompt and pleasant, and the clinical benefits derived from 
its use are readily apparent to all concerned. In curable cases 
it is as nearly specific as any combination of drugs could be. 


ADRENALIN IN UROLOGICAL PRACTICE. 


BY PROF. A. VON FRISCH, VIENNA, AUSTRIA. 


Advantageous use can be made of the blanching or hemo- 
static action of adrenalin when performing operations on the ure- 
thra and bladder. I therefore shall set forth the manner in 
which I used the preparation in several cases in which it ren- 
dered me good service, and I hope to stimulate further experi- 
ments in the same direction. 


It is sometimes desirable to make a cystoscopic examination , 


in cases of vesical hematuria in which the preliminary irriga- 
tions always cause a renewal of the hemorrhage and in which 
a clear idea of the conditions is sometimes obtainable for a 
brief moment only with the aid of the irrigation cystoscope. In 
such cases I have filled the bladder with 100 to 150Cc. of a solu- 
tion of adrenalin, 1:10,000, leaving the liquid three to four min- 
utes in the bladder and only then beginning the irrigations. By 
taking this precaution I avoided all hemorrhage, or else it was 
so slight that the clearing up of the contents of the bladder was 
readily effected and the cystoscopic examination could be exe- 
cuted with perfect success. 

In operating on tumors of the bladder and in performing 
sectio alta (suprapubic cystotomy), I make, after opening the 
bladder, several applications of the adrenalin solution, 1:1,000, to 
the tumors and their immediate neighborhood, using a cotton 
pledget for the purpose. This suffices perfectly to render possible 
the extirpation of the tumor in the blancht tissue almost with- 
out any loss of blood, whatever. In this way the thoro removal 
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of the base of the tumors is assured, and there is no danger of 
leaving behind, when dealing with multiple papillomata, a little 
of the oft minute new formations, since the field of operation re- 
mains almost completely dry and free from blood. Inasmuch as 
the anemia of the mucous membrane persists for a compara- 
tively short time, and the contraction of the vessels seems to be 
followed by their not inconsiderable dilatation, it is to be remem- 
bered if one does not wish to stitch up the incision in the mu- 
cous membrane, that the wound be carefully packt, and the blad- 
der also tamponed. In one case in which I failed to carry out 
these precautions carefully, I had to deal with a very unpleasant 
secondary hemorrhage. For the endoscopic removal of papillo- 
mata of the bladder, it is sufficient to fill the bladder with ad- 
renalin solution, 1:10,000, as in the performance of cystoscopy. 

In very narrow strictures which are difficult to enter, the 
application of a few drops of adrenalin, 1:1,000, at the entrance 
to the stricture suffices so to reduce the swelling of the mucosa 
as to materially facilitate the introduction of the sound. 

In the difficult catheterism of hypertrophied prostates, a pre- 
liminary instillation of 1 to 2 Ce. adrenalin, 1:1,000, into the pros- 
tatic urethra is of great advantage. The introduction of the 
catheter is more readily performed and usually without bleed- 
ing, even when the prostate gland is congested. In the same 
fashion we have heretofore made the most of instillations of 
cocaine in strictures and hypertrophy of the prostate. This 
drug also produces a transient anemia, or blanching, and reduces 
the swelling of the mucosa; but adrenalin works far more 
promptly. 

Finally, I used the drug in three cases of acute and com- 
plete suppression of urine due to hypertrophied prostate. Each 
time I was confronted with an initial complete prostatic reten- 
tion in the first stage. The suppression of urine had been in all 
the cases so complete for days or weeks that the patient had 
been unable to void a single drop spontaneously. After instilling 
2 Ce. of adrenalin, 1:1,000, into the prostatic urethra, I waited 
three to four minutes and then requested the patient to try to 
empty the bladder. The result was, of course, very imperfect, 
but the patients were able to void a small quantity of urine, at 
least drop by drop, immediately after the application of the ad- 
renalin. In such cases there is no depreciating the moral effect 
of a result, be it ever so slight, which follows immediately on the 
surgeon’s intervention, for the patient is usually much depresst 
over his condition, and you thus give him hope that spontaneous 
urination is among the possibilities. But in my cases I observed 
that ‘the first painfully voided drops of urine were followed by 
a fairly quick return of the normal function very much after the 
manner in which the same result may be observed when Bot- 
tini’s operation is successfully performed. The adrenalin instil- 
lations were continued for several days. The quantity of the 
spontaneously voided urine (which in one case amounted to 500 
Ce. on the first day) increast steadily and satisfactorily—indeed, 
faster than we have been wont to observe in such cases when 
the acute edema of the prostate is reduced. 

These further results from the injection of adrenalin are 
certainly not to be explained by the quickly subsiding hemos- 
tasis or blanching of the mucosa; but very probably they stand 
in direct relation to the immediate effect of the intervention. I 
have always been under the impression (and I have on various 
occasions expresst the opinion) that in many cases of retained 
urine following prostatic hypertrophy, in addition to the me- 
chanical impediment caused by the enlargement of the gland, a 
certain part is played by the excessive muscular tension of the 
internal sphincter. Inasmuch as in the act of urination the re- 
laxing of the sphincter is always primary, and this (as is not sel- 
dom the case in neuroses without change in the volume of the 
prostate) causes the patient the greatest trouble, it is at all 
events conceivable that the psychic impression produced by the 
first spontaneous urination, be it ever so slight, helps the pa- 
tient afterwards by facilitating the relaxation of the sphincter, 
which induces micturation. 

The preparation used by me is the solution introduced by 
the firm of Parke, Davis & Co. (Adrenalin Chloride 0.1, Sodium 
Chloride 0.7, Chloretore 0.5, Distilled Water, 100.0.) 


TO OVERCOME SHOCK AND HEART FAILURE. 


During operations, if shock occurs from loss of blood, there is 
nothing so prompt and efficacious as the use of normal salt solu- 
tion by intravenous injection or even by hypodermoclysis; but 
when the cardiac collapse is due to pure nervous shock or to too 
much chloroform a better plan is to use: 

Sterilized olive oil ............ 00661000 
Mix. From 30 to 150 drops to be injected hypodermatically. 


LITERARY NOTES. 


VERMONT SOCIETY TRANSACTIONS. 


The Vermont State Medical Society has issued a neat volume 
of Transactions; a cloth covered, neatly printed book of 290 pages, 
containing a number of unusually interesting papers. The sym- 
posium on typhoid fever is of especial importance. A list of 
members (206) is also given. It is edited by the secretary, Dr. 
Geo. H. Gorham, of Bellow’s Falls. 


DOTY’S FIRST AID. 


A very neat little book, as valuable as it is neat, is entitled: 
A Manual of Instruction in the Principles of Prompt Aid to the 
Injured—designed for military and civil use; by Dr. A. H. Doty, 
Health Officer of the Port.of New York. Duodecimo, 302 pages. 
New York; D. Appleton & Co. This, the fourth and revised edi- 
tion includes a chapter on Hygiene and the Drill Regulations of 
the Hospital Corps of the United States Army, making it of espe- 
cial value to surgeons of the militia. It is by far the most elab- 
orate of the numerous recent additions to the literature of the 
subject and therefore will be acceptable to all those who wish to 
give their subordinates more thoro instruction than possible to ob- 
tain from the smaller manuals. 


DORLAND’S AMERICAN ILLUSTRATED DICTIONARY. 


The American Illustrated Medical Dictionary. For practi- 
tioners. A complete dictionary of the terms used in medicine, 
surgery, dentistry, pharmacy, chemistry, and the kindred 
branches, including much collateral information of an encyclo- 
pedic character, together with new and elaborate tables of arteries, 
muscles, nerves, veins, etc., of bacilli, bacteria, micrococci, strep- 
tococci; eponymic tables of diseases, operations, signs and symp- 
toms, stains, tests, methods of treatment, ete., ete. By W. A. 
Newman Dorland, A. M., M. D., editor of the “American Pocket 
Medical Dictionary.” Second edition, revised. Handsome large 
octavo, nearly 800 pages, bound in full flexible leather. Philadel- 
phia and London: W. B. Saunders & Company, 1901. Price, $4.50 
net. <A large first edition of the work was issued in October, 
1900. From the day of its publication the book met with a re- 
markably large sale, and the edition was exhausted in eight 
months. This immediate success is doubtless due to certain spe- 
cial features which distinguisht this work from other books of 
its kind. The avowed object of the author has been to furnish 
in a volume of convenient size an up-to-date dictionary, sufficient- 
ly full for the requirements of all classes of medical men, or, in 
other words, to give a maximum of matter in a minimum of space 
and at the lowest possible cost. This object has been secured by 
the use of a large page, thin “bible paper,” and a flexible leather 
binding. The result is a truly luxurious specimen’ of bookmak- 
ing. In this edition the book has been carefully revised. The 
author has also added upward of one hundred important new 
terms that have appeared in medical literature during the past 
few months. Among them appear ‘Anopheles,’ ‘“Cryosopy,” 
“Johimbin,” “Hemolysin,” “Hedonal,” “Sacretomy,” ete., words 
that have recently come prominently before the profession, and 
which of course are not to be found in any other dictionary. 
Other valuable features of the book are to be found in the com- 
plete and satisfactory definitions, the etymological references in the 
original languages, and the clear method of indicating the pro- 
nunciation. There are over one hundred new tables, and the il- 
lustrations add greatly to the usefulness of the book. In the pre- 
face the author avows his intention of making the work represent 
as fully as possible the live literature of the medical sciences by 
keeping it in all respects thoroly up to date. 


NECROPSIES AND THEIR LEGAL RELATIONS 


A Brief of Necroscopy and its Medico-Legal Relations. By 
Gustav Schmitt, M. D., 3%4x6%4 inches, leather, 186 pp. $1.00 net. 
Funk & Wagnalls Company, New York and London. This pocket 
manual has been prepared to meet the special needs of physicians, 
lawyers, and expert witnesses. It supplies in brief form, and 
yet with every essential detail, all practical facts connected with 
the study, diagnosis, technic, and the medico-legal aspect of a post- 
mortem examination. To the physician the advantage of the 
book is apparent. The suddenness of a call to make a post- 
mortem examination leaves little time for him to “look up” the 
subject. It is unpleasant as well as inconvenient to carry along 
a large volume for reference. By reason of its size, Dr. Schmitt’s 
little manual can always be s}ipt into the pocket to serve as a 
complete guide for whatever emergency may arise. It is of great 
value when he makes a section and again when he reports upon 
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the case. It prepares him to give testimony, and so saves him 
from the badgering of ‘attorneys and the criticisms of the general 
public. On the other hand, it assists the attorney in an intelligent 
eross-examination, especially upon the points as to whether the 
post-mortem was conducted according to law, and whether the 
diagnosis was correct. To the expert witness it is a “post-mortem 
in a nutshell.” Of the present work, Dr. John B. Huber, who 
was, under Mayor Strong’s administration, Coroner’s Physician of 
New York County, writes as follows: “The book is an essential 
contribution to practical medical literature. I have examined the 
manuscript with a great deal of pleasure and yet with a feeling of 
personal regret. For me it has come too late. When I was a 
coroner’s physician, I sought in vain for some such work. I had 
to wander thru ponderous tomes for the information which is here 
given concisely and exactly.” 


SUSPENDED PUBLICATION. 


The Southern Illinois Medical Journal, which was made very 
interesting by the hard work of Drs. A. C. Ragsdale and C. E. 
Trovillion, of Metropolis, has been consolidated with the St. Louis 
Clinique. Dr. C. W. Lillie, editor. 


A PHYSICIAN’S PRACTICAL GYNECOLOGY. 


W. O. Henry, M. D., Professor of Gynecology in the Creighton 
Medical College, Omaha, Neb., has recently written a neat little 
work on this subject, containing 226 pages, 5 full page illustra- 
tions and 61 illustrations in the text. Price, cloth, $2.00. Lin- 
coln, Neb.: The Review Press, Publishers. It has been written 
with the view of helping both medical students and such practi- 
tioners as desire a practical, condenst guide in the diagnosis and 
treatment of gynecological cases. It is well written and beauti- 
fully printed—admirably fulfilling its author’s desires; and will 
doubtless find a large sale among the author’s host of friends and 
admirers. It is to be hoped that with the present first edition 
as a basis Dr. Henry will in the near future prepare a more elab- 
orate work suitable for specialist as well as general practitioner. 


SAUNDERS’ AMERICAN YEAR BOOK. 


The American Year-Book of Medicine and Surgery for 1902. 
A yearly digest of scientific progress and authoritative opinion in 
all branches of medicine and surgery, drawn from journals, mono- 
graphs, and text-books of the leading American and foreign au- 
thors and investigators. Arranged, with critical editorial com- 
ments, by eminent Americal specialists, under the editorial charge 
of George M. Gould, A. M., M. D. In two volumes—Volume I, in- 
cluding General Medicine, octavo, 700 pages, illustrated; Volume 
II, General Surgery, octavo, 700 pages, illustrated. Philadel- 
phia and London: W. B. Saunders & Co. 1902. Per .volume: 
Cloth, $3.00 net; half morocco, $3.75 net. The plan of issuing 
the Year-Book in two volumes, inaugurated two years ago, met 
with such general favor with the profession that the publishers 
have decided to follow the same plan with all succeeding issues. 
Each volume is complete in itself, and the work is sold either 
separately or in sets. The contents of these volumes, critically 
selected from leading journals, monographs, and text-books, is 
much more than a compilation of data. The extracts are carefully 
edited and commented upon by eminent specialists, the reader 
thus obtaining, not only a yearly digest of scientific progress and 
authoritative opinion in all branches of medicine and surgery, but 
also the invaluable annotations and criticisms of the editors, all 
leaders in their several specialties. As usual, this issue of the 
Year-Book is not lacking in its illustrative feature; for, besides 
a large number of text-cuts, the surgery volume contains five, and 
the medicine volume four, full-page inserts. In every way the 
Year-Book of 1902 fully upholds, if it does not strengthen, the 
reputation won by its predecessors; and I can conscientiously ad- 
vise every reader of American Surgery and Gynecology to pur- 
chase at least the surgical volume. ‘To those who write, and there- 
fore desire reference to all the leading articles of the year before, 
it\is indispensible. 


‘SURGICAL NOTES. 


PREVENTION OF GONORRHEA. 


New England Medical Monthly quotes Von Zeiss] as saying 
that certain and desirable as well as the most moral method of 
averting gonorrhea is by the avoidance of extramarital intercourse; 
but since this method is evidently impracticable and the gonor- 
rheal process is of extreme danger to man and may threaten the 


health of innocent persons, other measures to prevent the contrac- 
tion of the disease are justifiable. He emphasizes the uncer- 
tainty and unreliability of the usual methods, (such as the use of 
condom, bathing of the male organ after coitus and urination im- 
mediately after the act). Injections of bichloride solution, per- 
manganate of potassium, nitrite of silver, etc., are shown to have 
serious disadvantages. He has found most satisfactory the 
method recommended by Frank: the instillation of a few drops 
of a 20 per cent solution of protargol. This is effective and pro- 
duces only a slight pricking sensation. He directs immediately 
after intercourse the organ is to be washt and three to five drops 
of a 20 per cent protargol-glycerin solution instilled. He has 
never witnesst any disadvantages. 


ANTISEPTIC VARNISH INSTEAD OF COLLODION. 


Many surgeons are afraid to apply collodion to small cuts or 
bruises just before operating, because the collodion may not be 
aseptic. The following may be substituted: 


This is so strongly germicidal as to be perfectly safe. 


TRANSVERSE INCISION IN ABDOMINAL SECTION. 


An earnest advocate of this method of opening the lower ab- 
domen is Dr. C. G. Cumston, of Boston. For more than two years 
he has been employing this plan—chiefly because he believes he 
can obtain a more solid cicatrix. The first cut is made at the 
upper limit of the pubic hair transversely, following a line parallel 
to the upper limits of the 'pubie hair, making it about a centi- 
meter below the base of the hairy triangle. The skin and cellular 
tissue are cut thru until the fascia is reacht; the upper border 
of the wound it then rapidly dissected off the fascia by a few snips 
of the scissors and is then held up by a retractor. The lower 
border of the wound is also dissected off and drawn down by a 
retractor so that the incision becomes elongated, and if proper 
traction is made sufficiently large to incise the fascia vertically to 
the extent of 5 or 6 centimeters. When incising the fascia he 
thinks it better to do so over the inner border of one or the other 
rectus, and when the belly of the muscle has been freely exposed, 
its inner border is found and the whole muscular mass pusht 
aside, thus exposing the thin fascia underneath without wound- 
ing the fibers of the muscle in the slightest. After the periton- 
eum has been opened, the retractors holding the skin flaps back 
can be removed and ordinary abdominal retractors can then be 
employed. Thru this transverse incision he has performed total 
hysterectomy with ease, and has done most of the ordinary work 
on the tubes and ovaries thru an incision in the fascia not exceed- 
ing 6 centimeters in length. He has enucleated an intraligament- 
ous fibroid the size of a fist thru this incision without experiencing 
any difficulty whatsoever. 


TUBERCULOUS PERITONITIS. 


At this year’s meeting of the Association of American Physi- 
cians Dr. FE. C. Shattuck, of Boston, read a paper on this subject, 
based on the Massachusetts General Hospital’s experience for 
the past ten years. Observations there made show that the ter- 
mination of tuberculous peritonitis is often favorable when the 
case is subjected to surgical treatment, even when other organs 
are involved. The disease may also be treated by purely medical 
means, and by tapping. Between the years 1889 and 1900, 98 
eases of tuberculous peritonitis were treated in the Massachusetts 
General Hospital. The end-result was known in 57. In 20 cases 
there was a family history of tuberculosis, and in 8 cases there 
had been an antecedent pleurisy. Tuberculin was injected in 13 
eases, of which 8 gave a positive reaction, 3 gave a negative re- 
action and 2 were not satisfactory. About one-half of the cases 
occurred between the ages of 15 and 30 years. The prognosis is 
good in 87 per cent. Of the 57 cases above referred to, 29 died, 27 
from tuberculous peritonitis or one of its complications. Twenty- 
eight of the patients are now living and show no evidence of the 
return of the disease. Of the cases treated with purely medi- 
cal means, two-thirds died. Of the cases treated with purely sur- 
gical means, two-thirds recovered. Medical treatment consisted 
of diet and hygiene and is warranted for a time, provided the ab- 
domen is tapt often enough to produce comfort. After from 6 
weeks to 2 months of this kind of treatment, surgical measures 


should be employed. 
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PERFORATIVE PERITONITIS CURED BY OPERATION. 


Brumotte reports (New England Medical Monthly) the clini- 
cal history of a man of thirty-six years, who was kickt in the ab- 
domen by a horse. He continued at work for three-quarters of 
an hour, at the end of which time he collapst. During the next 
few days his symptoms presented the picture of a perforative 
peritonitis, but operation was steadily refused until the fourth day, 
when the patient was almost in articulo mortis. In spite of the 
shock of transportation for a distance of over five miles to the 
hospital, the laparotomy was recovered from, altho it was found 
necessary to remove most of the stutures on the second day, owing 
to the great tension caused by the abdominal distension. On 
opening the abdomen, a considerable amount of fetid pus was 
evacuated (and after the wound was partly closed), and drained 
with gauze, but no attempt was made to find or close the perfora- 
tion. A fecal fistula persisted and gave great trouble, owing to 
an exceedingly offensive diarrhea, but finally closed spontaneous- 
ly, and the patient was discharged well seventeen days after ad- 
mission to the hospital. 


APPENDICITIS AND INTRATHORACIC DISEASE. 


Dr. Maurice H. Richardson, Professor of Clinical Surgery in 
Harvard Medical School, Boston, in a late article calls attention 
to the relationship between appendicitis and acute intrathoracic 
disease; and, of still more importance from the diagnostician’s 
standpoint he shows that certain acute thoracic conditions may 
set up a train of abdominal symptoms pointing strongly to ap- 
pendicitis, when in reality no abdominal lesion exists. In several 
eases in Richardson’s own experience pneumonia or acute pleur- 
isy led to abdominal pain, vomiting, rise of temperature, leukocy- 
tosis, and right iliac tenderness—all strongly suggestive of appen- 
dicitis. What complicates the situation further is that these symp- 
toms, when present, usually appear early, before there is any 
markt manifestation of intrathoracic disease. He warns the pro- 
fession against making a too hasty diagnosis of appendicitis in 
those cases in which there is even slight evidence of intrathoracic 
trouble. A careful examination of the chest should be the rou- 
tine practice before any diagnosis of appendicitis is made. 


PROGNOSIS OF PLEURAL EFFUSIONS. 


To surgeons who operate upon the chest there is no subject 
of more interest than pleural effusions. They will therefore be 
interested in an article by Dr. Richard C. Cabot, of Boston, read 
this year before the Association of American Physicians. He re- 
ported on a study of the history of 300 cases of serous pleuritis— 
all subjected to tapping. In none of them was there evidence of 
tuberculosis at the time of tapping. He has been able to follow 
152 cases; of these 21 were in sound health from 15 to 21 years 
later; 23 were in sound health 10 to 15 years later; and 36 were 
in good health from 5 to 10 years later; a total of 80. At the end 
of 4 years, 14 were in sound health; at the end of 3 years, 7; and 
at the end of 2 years, 16; a total of 87. Twenty-three patients 
developt tuberculosis after the pleurisy and 14 died of other dis- 
eases. Eighty per cent of cases of uncomplicated pleurisy have 
remained well for 5 years or more. Demonstrable tuberculosis 
developt later in 15 per cent of these. The type of tuberculosis 

‘ found in these cases was mild and of slow course, altho rapid 
tuberculosis sometimes occurred. Of the patients who remained 
well after 5 years or more only 25 per cent had a tuberculous 
family history. Sixty-six and two-thirds per cent of those who 
subsequently developt tuberculosis had a tuberculous family his- 
tory. The outlook, therefore, is bright after pleuritis, provided 
there is no family history of tuberculosis. It has been the experi- 
ence of the author that accumulation of the fluid after tapping 
is rare. The proportion developing empyema is not stated. 


TO PREVENT STITCH ABSCESSES. 


To prevent stitch absesses Maylard (Annals of Surgery) ad- 
vises thus: Cleanse the skin in the usual way with soap and 
water, and rub into the skin of the operative field hydrated lano- 
line-oleate of mercury (20 per cent.) A piece of lint smeared with 
the ointment covers the skin until the second inunction, 12 hours 
later; the lint is then reapplied until the time of operation, when 
the superfluous ointment is rubbed off with sterile gauze, and the 
field of the operations prepared as usual. Chemical examination 
of the subcutaneous tissues failed to discover any evidences of 
mercury; bacteriological examination proved a material diminu- 
tion in the number of micro-organisms present; and clinically the 
value of the method seems proved, only 6 out of 50 cases showing 
even a slight degree of inflammation. 


ERRORS IN DIAGNOSIS OF APPENDICITIS. 


An abstract of an article on “Some Errors in the Diagnosis of 
Conditions Resembling Appendicitis,” by Brewer, is given in New 
England Medical Monthly. His conclusions, after a careful analy- 
sis of eleven cases, are that renal calculi may produce pain, simu- 
lating that produced by lesions of the appendix or the biliary 
passages, and are often unaccompanied by classical signs such 
as hematuria, vesical irritation, and tenderness in the lumbar re- 
gion. Occasionally small stones may be overlookt after inspec- 
tion and palpation of a kidney thru a lumbar incision. Cysts of 
the right ovary or parovarium, when strangulated by a twisted 
pedicle, may often present symptoms which closely simulate an 
acute appendicitis. A twisted hydrosalpinx may simulate the 
same disease. It is well known that cholecystitis and appendicitis 
are extremely hard to differentiate. The negative results of pal- 
pation of the region of the prancreas thru the walls of the stomach 
or the tissues of the omentum by no means exclude an acute suppu- 
rative process in that organ; the presence of small, white areas 
of fat necrosis generally distributed over the peritoneal surfaces 
should immediately direct our attention to the pancreas, and also 
that the local condition or the general sepsis caused by this lesion 
may give rise to symptoms and signs strongly simulating those 
produced by a general infection of the greater peritoneal sac. A 
rapidly growing sarcoma of the small intestine is often mistaken 
for acute appendicitis, and in the early stages of their development 
such a growth produces no obstruction, and often gives rise to no 
discomfort. Severe general sepsis, from infected foci entirely re- 
moved from the abuominal cavity, may often give rise to symp- 
toms and signs identicel with those produced by a local or gen- 
eral peritonitis. 


GANGRENE OF EXTREMITIES FOLLOWING SCARLATINA. 


EHichhorst has lately reported an interesting case of this kind. 
Thus: A girl four years old had an unusually severe attack of 
scarlet fever. At the end of the third week signs of embolism ap- 
peared suddenly in the left foot and leg. Dry gangrene pro- 
gresst until the line of demarcation was sharply markt above the 
lower half of the leg. After amputation the child made a good 
recovery. The left popliteal artery showed evidence of endarteri- 
tis, and contained a thrombus 1 cm. above its bifurcation extend- 
ing for the same distance into both the anterior and posterior 
tibial branches. Pure cultures of the streptococcus pyogenes were 
obtained from the pus of a left-sided otitis media and from a fur- 
uncle on the forehead. A search thru the literature of the sub- 
ject proved that only two other cases of gangrene following scar- 
let fever have been reported. These occurred in boys aged four 
and nine years respectively, and involved both lower extremities. 
Altogether 166 cases of gangrene in infectious diseases were col- 
lected; of these the greater number followed typhus (42), typhoid 
(40) and influenza (19); while 10 occurred with pneumonia, 5 with 
measles, 1 with varicella and 1 with diphtheria. 


SUPPURATIVE PERICARDITIS IN CHILDREN. 


This condition is very hard to recognize, especially in small 
children; yet upon early recognition and prompt evacuation of the 
pus depends the life of the patient. The condition is usually mis- 
taken for pulmonary tuberculosis or empyema. But by careful 
enquiry it may be found that the trouble appeared suddenly and in 
this as well as in the symptoms the condition of the child generally 
bears a striking resemblance to that of one suffering from em- 
pyema; the patient is pale but not sallow, the limbs are wasted and 
the muscles flabby, and the skin is generally moist, and has not 
the dry and scaly conditions so often seen in tuberculosis. The 
children are extremly liable to severe and sudden attacks of syn- 
cope. The temperature has a generally irregular character, with 
rather sudden rises and sharp falls. The rapidity of the heart’s 
beat is always great, and seemingly out of all proportion to the 
general condition of the child, who does not seem especially dis- 
tresst. On physical examination of the chest the signs suggest 
either an effusion into the pleural cavity or tuberculous consolida- 
tion of the lung, but, as a rule, no markt increase of the area of 
cardiac dulness can be mapt out, altho epigastric pulsation may 
be present. It might be suggested that the diagnosis might be 
assisted by the introduction of an exploring needle, but if symp- 
toms are present that would suggest pericardical effusion it would 
be much safer to make an incision in an intercostal interspace or 
resect a rib if necessary rather than pass an exploring needle to- 
ward the heart. Unless diagnosis is accurate, rational treatment: 
the opening of the pericardium and draining the cavity is impos- 
sible. Even where it is possible the percentage of recoveries is 
slight. 
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WOUNDS OF LARGE VEINS. 


Wounds of large veins, either by trauma or during operation, 
are not of very frequent occurrence. When they are met they 
should be treated the same as arteries—indeed the danger of sep- 
tic phlebitis is not greater than infection following injury to an 
artery. Every vein in the human body (with the exception of the 
inferior and superior venae cavae at their entrance into the right 
auricle) may be ligated in case of necessity, when it is impossible 
to suture the wound in the vein. In all wounds of veins, the 
lumen of the vessel should be preserved if possible, in spite of 
the fact that a circular ligature is not often followed by serious 
complications. The chief danger of accidental wounds of the 
veins is the primary or secondary hemorrhage. The entrance of 
air does not play an important role. The veins most frequently 
wounded accidentally are the internal iliacs, if situated super- 
ficially, and the femoral veins. Then follow the subclavian and 
the axillary veins. 


INTESTINAL INVAGINATION. 


In a late article on intestinal invagination Dr.C. G. Cumston, 
of Boston, late first assistant in the surgical clinic of the Univer- 
sity of Geneva, Switzerland, after giving a general review of the 
literature of the subject says that intussusception occurs most 
frequently in infants from the fourth to the sixth months of life. 
Medical and surgical methods of treatment show a very high mor- 
tality—in the former as a matter of course, and in the latter, to a 
great degree, because it is often instituted too late. When medical 
methods are used, internal treatment, mechanic or otherwise, 
should only be employed early and never at great loss of valuable 
time. Laparotomy having been done, reduction of the invagina- 
tion should be done, accomplisht, if possible, without serious in- 
jury to the bowel, assuming that the latter is in a fairly healthy 
condition. Resection or the establishment of an artificial anus 
has met with an exceedingly high mortality in children. The au- 
thor reports two cases, in one of which he was able to reduce the 
invagination after laparotomy, and the patient recovered. In the 
other, in which the patient was in extremis, an artificial anus was 
establisht, but the patient died. 


RUPTURE OF SPINAL LIGAMENTS. 


Drs. Chas. Painter and Robt. L. Osgood, of Boston, have made 
an exhaustive study of all cases thus far reported; and analysis 
of these cases, from the pathological point of view where this has 
been possible, and from the clinical and anatomical point of view 
in other cases. would seem to justify the following conclusions: 
(1) Spinal ligaments, during life, may be ruptured without fracture 
or dislocation. (2) Nerve pressure symptoms may occur from a 
simple flexion of. the vertebral column. (3) Recovery in these 
eases requires prolonged rest in a position which favors the repair 
of ligaments, and that the effects ‘of treatment speak more for 
the ligamentous rupture than for luxation or fracture. (4) The 
force which commonly produced the injuries (when stated) was 
one which, a priori, would be most likely to produce ligamentous 
rupture. 


INFECTIOUS STRICTURE OF RECTUM. 


The symptoms of infectious stricture of the rectum are con- 
stipation, bloody or purulent discharge, painful defecation and 
general weakness. By digital examination the stricture is felt, 
usually from 3 to 5 cm. above the sphincter. The mucous mem- 
brane above the sphincter is nearly always papillomatous and ul- 
cerated. The condition is most common in women, and is gen- 
erally venereal, due either to syphilis or gonorrhea. Palliative 
treatment is sufficient in a great many cases, by sounds and irri- 
gation. Resection may be performed in severe cases; colostomy 
in those deemed inoperable. Colostomy is to be preferred to re- 
section when the stricture is high up, when rectovaginal or pur- 
ulent anal fistula exists, when stricture recurs after using sounds 
and when the rectum must be emptied immediately, as in very 
weak individuals. 


WHO SHOULD DO OPERATIONS? 


The Alkaloidal Clinic some time since contained this editor- 
fal note: “We've quit sending patients to surgeon-specialists 
for operation. We do our own surgery, having to provide for 
our own wife, our own children, ourselves. If we don’t know 
how to do an operation we'll go to the post-graduate schools and 
learn how, and charge accordingly. If we haven’t the skill that 
comes from experience, we'll get it just as the professor got it, 
by doing the operation at every opportunity till we become 
adepts.” Commenting on this, Dr. J. Henry Carstens, of De- 
troit (a prominent “professor,” and one of the most skillful op- 


erators of the world), says: “Every slow and slovenly pyhsician 
who never did any mechanical work in his life, whose hands are 
like an elephant’s foot, whose joints are as stiff as a thirty-year- 
old cow’s, considers himself a surgeon, competent to practice 
surgery. If we compare the work of such men with that of 
men who are perfectly familiar with every detail of modern, 
clean surgery and their wonderful results and the constant less- 
ening in mortality, it is simply appalling to note the difference. 
When it is known how large a number recover after ‘op- 
erations, every tyro thinks he can do the same thing. He sees 
perhaps a surgeon operate from a distance, sees how quickly 
and easily it is done, and thus forthwith he rushes in ‘where 
angels fear to tread.’ He does not see the years’ practice and 
experience that were required, he does not notice a thousand and 
one details of an operation, he does not see all the preliminary 
preparations. In the first place, he is a poor diagnostician; he 
will operate on cases that he should not operate upon, he will 
operate on them when they should not be. In cases that need 
operation, he hesitates, he trembles, and the ‘golden moment 
has escaped.’ Many men just out of college rush out to oper- 
ate, and the more difficult the operation the more anxious they 
are to do it. They have seen operations from their seats and 
know a little anatomy; forthwith they are surgeons. Some old 
practitioners who have practist a quarter of a century or more, 
hearing about the wonderful results and the great fees received 
by surgeons in the medical centres, forthwith buy a new edition 
of some surgery, read up, and proceed to operate. Fortunately 
some of these, after they have killed a dozen people, see the 
error of their ways, give up and return to practice. But if any- 
one should hint to these people that they are not competent to 
practise surgery on account of lack of training, they feel very 
indignant and they say, ‘Why, you had to learn. You killed a 
lot of patients learning this.’ Because we were obliged to do 
this in order to open the path for the future, in order to save 
life, and to lessen suffering for coming generations, that does 
not say that every Tom, Dick and Harry has got to learn this 
over again, has got to make those same mistakes we have made. 
We made the mistakes but have tried constantly tc teach the 
rising generation of surgeons how to avoid the mistakes.” There 
is a golden mean between the two extremes taken by the editor 
of the Alkaloidal Clinic and Dr. Carstens. Every doctor ought 
to be able to act in emergencies: amputate a limb, operate for 
intussusception, etec.; but when it comes to serious work, which 
is not imperative (as removing a fibroid, trephining the spine and 
the like), it is better for all concerned to consign the patient to 
the hands of a skilled surgeon of great experience. He who 
does less than this does ill. 


GUNSHOT WOUNDS OF THE KNEE. 


Wounds of the knee by the modern projectiles of reduced 
caliber are the subject of an interesting article by Major L. A. 
LaGarde, M.D., in Boston Medical and Surgical Journal. Such 
wounds, he says, may well be classified thus: (1) Simple per- 
foration of the synovial sac without accompanying lesions of 
any bone. (2) Injury to the joint with lodged ball. (8) Injury. 
to the joint, exhibiting guttering of the articular ends of the 
bones. (4) Complete perforation of the bone, traversing the 
joint in different directions. (5) Implication of the joint by 
fissuring and comminution of the bones entering into its forma- 
tion. During the preantiseptic period the treatment employed 
was: (1) Amputation; (2) conservatism; (8) excision. Both of 
the latter usually ended fatally. But with the advent of anti- 
sepsis and the new form of gun this is changed. According to 
La Garde the predictions of von Coler (that, if it be found that 
wounds by the smooth bore are septic, joint wounds will be the 
most favorable of all bone injuries to treat) have been fully es- 
tablisht: (1) We find that the mortality of gunshot injury of 
the knee-joint in the civil war was 53.7 per cent, and as ampu- 
tation was universally done all those who recovered escaped 
with the loss of a limb, unfit for duty; (2) that thirty-three cases 
of gunshot wounds of the knee produced by the larger caliber 
lead bullet in campaign, reported by Reyher and von Bergmann, 
treated antiseptically, gave a mortality of 11.1 per cent; (3) that 
sixty-two cases produced by a variety of missiles reported by the 
Surgeon-General since 1898, similarly treated, gave a mortality 
of only 8 per cent; and 45.6 per cent of those who recovered 
were restored to duty; (4) that of nineteen cases in the Santiago 
campaign by the reduced caliber bullet, the mortality was nil, 
and that 73.6 per cent of the wounded recovered fit for duty. 
It is thus seen that the humane features of the reduced caliber 
bullet have operated not only in diminishing the mortality in gun- 
shot injuries of the knee from about 8 or 11 per cent to nil, but 


that it has increast restorations to duty 28 per cent. 
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A CASE SIMULATING GLANDERS, 

A case of simulating glanders in a man of sixty-eight years 

is reported to New York State Journal of Medicine by Dr. J. R. 

Sturtevant, of Theresa, N. Y. On March 7 the doctor extracted 

a molar, at which time there were several “cankers” in the 


Fig. 1. Showing bleb on back. 


mouth. March 24 there were ulcers of the gums and nares, 
with temperature of 99.5° F. March 25 a small bleb appeared 
on the dorsum on the penis containing slightly no fluid. March 
26 other blebs appeared in other parts of the body. From this 


Fig. 2. Showing swelling of face, and emaciation. 


time on the progress of the disease from day to day was markt, 
and the surface of the body and limbs became rapidly involved, 


so that the sufferer had no spot upon which he could lie without 
great distress. The temperature and pulse did not increase ma- 
terially until near death, which occurred the 29th day of April. 
Simultaneously with the formation of the blebs upon the skin the 
mucous membrane of the mouth and nares became dry, and 
crusts would form in a few hours, of considerable thickness, ap- 
parently built up by the secretion of a fluid similar in appear- 
ance to that contained in the blebs on the surface of the skin. 
Toward the end these crusts were frightful, and after dropping 
off by use of peroxide of hydrogen and other remedies would 
quickly reform. In Fig 2 can be seen the lower border of this 
crust formation not covered by the handkerchief over the pa- 
tient’s face. The photographs were taken about ten days before 
the patient’s death, and the typical appearance of the blebs is 
there very well shown. The thinness of the fluid is indicated by 
the sagging appearance of the formations in those seen in the 
dorsal view. From this period these formations rapidly in- 
creast, only a few hours sufficing for the formation of new ones, 
and the frequent coalescing of the collapst blebs formed ex- 
tensive, raw and exceedingly painful and tender surfaces. Ina- 
bility to take food rendered nutrition difficult, and a condition of 
the rectum and anus, analogous to that of the mouth and nares, 
precluded the use of rectal feeding. Great emaciation preceded 
death. No definite source of the attack could be decided upon. 
The patient was a farmer of most exemplary character and 
habits, and was always cleanly, excepting in the care of his 
teeth. There were no animals upon the premises afflicted with 
disease of any description. The water supply was from a well 
drilled into the solid rock not far from the barnyard, which was 
upon the same ledge, and thru the seams of which it was quite 
possible for the fluids thereof to find their way into the well. 


TRANSVERSE FRACTURE OF STERNUM. 


A case of this unusual injury is recorded in New York Medi- 
eal Journal, June 7, 1902, by Dr. Walter J. Robbins, of New Brit- 
ain, Conn. The patient was a well-developt, muscular man, 
twenty-seven years of age. He had attempted to push a belt into 
position on a rapidly revolving wheel with a block of wood. The 
wood was whirled from his grasp, and he received a violent blow 
on the manubrium. The accident occurred at 5:30 p. m., October 
29, 1901; the doctor saw him at 10 p. m., four hours and a half 
after the injury. At this time he was suffering from shock; the 
pulse was 124, respiration was abnormal, 30 a minute, dyspnea 
was present, and the patient cought frequently and raised blood. 
There was an abrasion of the skin immediately below the sternal 
notch, about three inches in width and one inch in vertical diame- 
ter. The subcutaneous tissue was emphysematous over an area 
extending downward and outward to the nipples, and upward to 
the mastoid. This emphysematous condition was;especially markt 
over the manubrium and upper portion of the gladiolus, where 
there was distinct bulging with each respiration. The gladiolus 
was fractured transversely at the level of the attachment of the 
third costal cartilage, and the upper fragment was depresst be- 
hind the lower. The left clavicle also was fractured about one 
inch from the sternal end. A pad was placed between the 
scapulae, to extend the chest, and a compress over the seat of in- 
jury to limit the effusion of air into the subcutaneous tissue. 
The anterior and lateral surfaces of the entire chest were strapt 
with adhesive plaster. Morphine and strychnine were given hypo- 
dermically. The following day, October 30, the temperature ranged 
between 100 and 101.4 degrees F., the pulse was 110, and the res- 
pirations 24. The subcutaneous emphysema was diminisht. The 
patient cought occasionally and raised dark, clotted blood. Cough- 
ing was painful. Percussion showed an ‘area of dulness around 
the seat of injury, extending outward to the mid-clavicular line on 
the right side, and an inch further on the left. Moist rales were 
heard over the anterior surfaces of the lungs, except over the 
lower lobes. During the succeeding five days the patient’s condi- 
tion improved, the temperature ranging between 101 and 102 de- 
grees F., the pulse between 90 and 108, and the respirations be- 
tween 22 and 26, reaching normal on November 4. Eight days 
after the injury, November 6, reduction of the fracture was ef- 
fected by pressure backward on the shoulders and lower fragment, 
assisted by deep inspiration by the patient. There was no tend- 
ency toward recurrence of the deformity, but a posterior figure 
of 8 bandage of the shoulders was applied, and the chest was 
again strapt with adhesive plaster. At this time cough and ex- 
pectoration had ceast. Convalescence from this time was un- 
eventful. Union was firm at the end of four weeks, but, as a mat- 
ter of precaution, the patient was not allowed to sit up until a 
week later. He was discharged cured December 26, eight weeks 


after the injury. 
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GYNECOLOGICAL NOTES. 


ARE TUMORS OF THE OVARY MOSTLY MALIGNANT ? 


The claim recently made by a number of German “author- 
ities” and “substantiated” by the evidence of some Americans 
that a majority of tumors of the ovary are of malignant charac- 
ter, is absolutely absurd from the standpoint of the most experi- 
enced operators. Lawson Tait used to say: “If it is cancer it 
will return; if benign it will not.’ In more than two thousand 
abdominal sections, I have seen less than a dozen cancerous tu- 
mors of the ovary; yet a great many of my ovariotomies have 
been followed by long years of health and reported motherhood; 
and secondary operation has seldom been necessary. According 
to Spencer Wells’s statistics only in 2.6 per cent of unilateral 
ovariotomies was the repeated operation necessary, and of 228 
ovariotomies 120 of the patients subsequently bore children. 


TO PREVENT FISSURE OF NIPPLES, 


The following application used twice daily it is said, will ren- 
der the nipple and breast firm and less tender: 
R. Glycerol tannici 
M. Sig.: Apply locally night and morning. 


LACERATIONS OF CERVIX AND PERINEUM. 


At this year’s meeting of the American Gynecological Society 
Dr.W. L. Burrage, of Boston, read a paper on these conditions, in 
which:he made a plea for their more careful study, their diag- 
nosis and treatment. He said the glamor of successful abdominal 
surgery has left the less dangerous and less showy plastic sur- 
gery in the background. Lacerations of the cervix and pelvic 
floor merit a more careful study than they have received; if 
they are repaired early, fewer major mutilating operations would 
be called for later. The normal conditions are the ones the gyn- 
ecologist should endeavor to restore, and until he is successful 
in doing this no attempt should be made to improve nature. Em- 
met gave the principles underlying repair of lacerations of the 
pelvic floor to the profession in 1883. These were then generaily 
accepted as correct and as yet no one has proven them to be 
erroneous. He urged the members of the society to stand by 
these principles and to devote their energies to perfecting details 
of operative technic rather than to invent or advocate operations 
which involved principles diametrically opposed to those of Em- 
met. 


ABDOMINAL HYSTERECTOMY FOR CANCER, 


The abdominal rather than vaginal extirpation of uterine 
cancer is advocated by Dr. John C. Irish, Surgeon to St. John’s 
Hospital, Lowell, Mass. He has employed this method of oper- 
ation in 50 cases of uterine cancer, 35 being cancer of the cervix 
and 15 of the body, and considers it the preferable operation. 
Of these cases of cervical cancer six have lived from five to eight 
years without any recurrence and may be regarded as permanent 
cures; some have died from other causes without any recurrence. 
Hence he thinks the teaching that cervical cancer is incurable 
is not correct, and that it is also well to remember the months 
and even years of comfortable life often granted by a radical op- 
eration to these unfortunates before a recurrence. For cancer 
of the body abdominal hysterectomy seems to fulfill all opera- 
tive requirements. Finally, he concludes, any improvement in the 
cure of cancer must come from earlier diagnosis and operation. 


THE PASSING OF GYNECOLOGY. 

In his presidential address at the American Gynecological 
Society, Dr. S. C. Gordon, of Portland, Me., spoke on the subject: 
On the Passing of Gynecology. He said he regards modern gyne- 
cology as the legitimate child of ancient obstetrics. There will 
Temain a large field for gynecology until modern obstetrics be- 
comes more perfect. He gave a short history of the fathers of 
fynecology, including the famous New York operators, Emmet 
and Sims. The latter’s treatment of vesicovaginal fistula of it- 
Self made him the father of gynecology; but to Emmet belongs 
much credit for his plain and practical presentation of gynecolog- 
ical subjects. While formerly neglect of the forceps was the 
cause of much injury in the parturient tract, the too early use of 
forceps is now one of the great faults of obstetricians. Cases 
of accidents occurring in labor are not properly treated at the 
time. Thoro asepsis and the judicious use of anesthetics are 


PELVIC CONGESTION IN WOMEN. 
To relieve congestion of the pelvic organs of women, the 
following is recommended: ; 
Ferri sulphatis 
Manganesii sulphat. 
Acidi sulphurici dilut. aa .......... aaacneat 8. 
. Sig.: Tablespoonful in a glass of water before breakfast. 


PREGNANCY FOLLOWING VENTRAL FIXATION. 


New England Medical Monthly gives a synopsis of a report 
on this subject by Dickinson. His first case was that of a multi- 
para who had ventral fixation, shortening of the round ligaments 
with plastic operation upon the vagina. At labor a tumor was 
said to obstruct delivery, and version and perhaps embryotomy 
were done. After the patient had been septic for three weeks 
she was sent to Dickinson’s service at the hospital. She then 
had peritonitis with extensive exudate surrounding a laceration 
on the right side, the rent in the uterus running from the ex- 
ternal os to the cornu, and splitting the broad ligament. The 
fundus was fixt to a scar above the pubes, the posterior wall 
was thin and relaxt. The anterior wall was two inches thick, 
and ran from the top of the scar half-way back across the pel- 
vis. The patient died. His second patient was a delicate woman, 
who had ventral suspension and removal of a cyst from the 
ovary. Conception occurred shortly after marriage, and the pa- 
tient suffered from nausea and toxemia. On examination the 
right horn of the uterus was thrown forward, and the vaginal 
portion of the cervix was in front of the promontory. As the 
patient did not come into labor spontaneously, she was anesthe- 
tized and examined, when the left ovary and round ligament were 
found at Poupart’s ligament. The external os was found crowded 
against the middle of the first sacral vertebra. An effort was 
made to pull down the cervix and to bring on labor by dilating 
the os. It was impossible to reach the internal os, and dilators 
could not be inserted. Cesarean secton was performed and the 
mother delivered of living twins. The mother died of shock 
twelve hours after the operation. 


CHRONIC VULVAR ECZEMA, 
For this sometimes persistent condition, Medical Fortnightly 
advises: 
Misce. Sig.: Apply to ulcerated surface. Besides, three times 
a day spray the affected surface with a 2 per cent. solution of 


carbolic acid. Once a week lightly touch the surface with acetic 
acid. 


SUSPENSION OF UTERUS. 


The method of suspension of the uterus practist by Dr. Robt. 
T. Morris, Professor of Surgery in the New York Post-graduate 
Medical School, is as follows: The abdomen is opened in the 
median line—an incision two inches long will suffice for most 
cases. The peritoneum over one round ligament is split and the 
round ligament is drawn out with a hook for a distance of 3 
inches, more or less. Drawing out the round ligament with a 
hook makes naturally a long loop. The arms of the loop are 
sutured together with silk or chromic catgut. This throws the 
sutured part of the round ligament out of commission, and 
leaves the ligament 3 inches shorter, more or less. The sutured 
loop is tuckt back into the slit in the peritoneum of the broad 
ligament; the same procedure practist upon the opposite side; 
and the opening is closed. The operation shortens the round 
ligaments, and allows the uterus to ride easily and elastically in 
a normal position. Its advantage over other ligament shorten- 
ing operations lies in the securing of union of muscular struc- 
tures. The surgeon does not have to depend upon peritoneal 
adhesion, which must be a failure in many cases, 


PREVENTION AND TREATMENT OF MASTITIS. 


As a rule inflammation of the breast in the early part of 
the puerpural state depends upon uterine (and general) infection; 
but as it may also be due—especially some days after confine- 
ment—to infected cracks or fissures of the nipple, the proper care 
of breast and nipple is of greatest importance if much suffering 
and possible operation are to be avoided. Dr. E. P. Davis, Pro- 
fessor of Obstetrics in Jefferson Medical College, Philadelphia, 


very important in the prevention of gynecological conditions. 


recommends that the breast and nipple be washt with castile 
soap and warm water, the nipple drawn out by the thumb and 


ae 
| 
i 
t- 
to 
ad 
er 
he 
ne- 2 
to 
rkt : 
lus 
the 
be- 
the 
sue. 
apt 
ypo- 
ged 
| 
agh- | 
vere 
the 
ondi- 
2 de- 
s ef: 
nent, 
tend- 
igure 
was 
d ex- | 
5 un- | 
ntil 
weeks 
| 


60 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


finger and a suitable antiseptic ointment applied. Stasis of milk 
in the breast must be prevented. He advises a solution of 
boracic acid to preserve the nipples in an aseptic condition. He 
also states that it is better to err on the side of too early in- 
cision than to delay too long. Under no circumstances should 
the child nurse the affected breast. The same germs which 
infect the breast may infect the gastro-intestinal tract of the 
infant. 


PUERPERAL GANGRENE OF LEGS. 


Mandl, in a thoro search in literature, has collected 22 cases 
of puerpural gangrene of the leg, four of which appeared before 
labor; and great compression of the pelvic veins during the 
course of the pregnancy was noticed in several others, especially 
his own personal case and Wormser’s. In both of the latter the 
physician was sued for damages by the family, but the courts 
dismisst the suit. In his case, a healthy, vigorous primipara, after 
a spontaneous birth with complete laceration of the perineum, 
exhibited signs of phlebothrombosis with indications of gan- 
grene, affecting both legs, on the seventh day. When the right 
leg was amputated all the vessels, both veins and arteries, were 
thrombosed from the foot to the lower third of the thigh, so 
that circulation was completely suspended. In the cases on record 
only two were bilateral. Heart disease was evident in two and 
suspected in one. All recovered except two, one of whom suc- 
cumbed to pneumonia after amputation. Physicians should be on 
the lookout during pregnancy for conditions suggesting possible 
future gangrene. 


A NEW WORD: OOTHECTOMY. 

Dr. Achilles Rose, of New York, says the word “oophorec- 
tomy”? should not be used as equal to removal of the ovary—its 
true meaning is “removal of the duty on eggs!” The word to 
be substituted is oothectomy. 


“OVARIAN HEADACHE.” 
For those headaches apparently dependent upon—certainly 
associated with—ovarian disease Dr. Wharton Sinkler, of Phila- 
delphia, advises: 


M. Sig.: One dessertspoonful three times a day in water. 


In anemic headaches associated with uterine disorders he states 
that Hamilton recommends the following: 


Tinct. cannabis indicae 4. 


Spir. menthae pip 
M. Sig.: One teaspoonful in water three times a day. 


PALLIATIVE OPERATION FOR CANCER OF UTERUS. 


Discussing operations for cancer of the uterus, Dr. Edward 
Reynolds, Surgeon to the Boston Free Hospital for Women, di- 
vides the suffering which precedes death from cancer into: (1) 
the discomfort incident to prolonged and increasing exhaustion; 
(2) pain; (8) the presence of disgusting and irritating discharges. 
The first two are influenced but little, if at all, by a palliative 
operation, but the third form of suffering is almost entirely re- 
lieved, as usually the recurrence is within the peritoneal cavity, 
where pain is not so severe; and, moreover, there is often a per- 
iod of many months of comfort before the recurrence. All these 
considerations justify palliative operation under favorable con- 
ditions. Relative to the diagnosis he has reacht the conclusion 
that when careful and repeated curettings at the hands of an 
expert have failed to arrest the hemorrhage and other uterine 
discharges from an enlarged, but perfectly movable uterus, it 1s 
for the patient’s interests that it should be removed, in women 
approaching the monopause at all events. But in any case in 
which the broad ligaments are stiffened or palpably thickened in 
the presence of malignant disease of the uterus and adnexa, 
and in all cases in which a cancer of the cervix has extended to 
the neighboring connective tissue it is better to select the 
lesser palliative operations of curettage and the amputation 
of any accessible invaded tissue. 


CANCER OF BREAST CURED BY OOPHORECTOMY. 
Dr. W. H. Simmons, of Bangor, Me., according to Medical 
Council, has had a case of cancer of the breast of three and a 
half year’s duration with extensive ulceration cured by removal 


of the ovaries. On abdominal section both of the ovaries were 
removed and were found small, prolapst, very fragile and densely 
adherent, with a troublesome adhesion of the left ovary to the 
sigmoid flexure, necessitating considerable deep suturing to con- 
trol bleeding. Recovery was quite uneventful, the dressing be- 
ing removed on the tenth day. The ulcer was completely healed 
in just eleven weeks after operation being covered with a firm, 
smooth, dry scar that still exists, operation having been done on 
September 30, 1901. The ulcer dressing before and after opera- 
tion consisted merely of carbolized vaselin, so no curative influ- 
ence could be attributed to it. Granulation was noticed about 
four weeks after operation. The editor of the Council says: 
“This is merely an additional instance of the inexplicable effic- 
acy of oophorectomy for the cure of malignant conditions. It 
does not always succeed, but does in such a proportion of in- 
stances, that it seems promising of success; and should be tried 
if radical cure by exterpation is impossible.” 


THE INDICATIONS IN UTERINE CANCER. 


Dr. W. M. Conant, Surgeon to the Massachusetts General 
Hospital, Boston, says that cancer of the uterus is generally met 
in one of two forms: The squamous-cell carcinoma (usually 
found in the cervix) and the adenocarcinoma (most commonly 
seen in the body). The prognosis is most favorable in the latter 
and least favorable in adenocarcinoma of theicervix. In looking 
over a mass of statistics, one is somewhat appalled by the fact 
that the percentage of permanent cures is so small. But if one 
looks over a series of cases and picks out adenocarcinoma of the 
body (malignant adenoma), he will be surprised to see how large 
a percentage of cures there are after three years. It seems, 
therefore, that in the most favorable form of malignant disease 
and also in the squamous-cell variety when confined to the cer- 
vix, if the diagnosis is made early, we may expect a large per- 
centage of cures. Hence Conant concludes that in all cases of 
cancer which are seen early, either of the cervix or the fundus, 
where nothing can be felt outside of the uterus, a radical opera- 
tion should be performed. 


THYROID EXTRACT FOR DYSMENORRHEA. 


While treating a case of obesity by the internal use of thy- 
roid extract, Stinson some time ago noted that excessive pain 
at menses was checkt. The patient had been long suffering from 
dysmenorrhea; she had been using the thyroid for several weeks 
when the menstrual period came on and she continued the med- 
icine during this time, reporting that she had been completely 
relieved of all pain. Since that time she has escaped pain by the 
administration of thyroidin (1 gr. in capsule three times a day), 
given for two days before the period and increast to three grains 
twice a day during the period. Since this time he has repeatedly 
used the remedy in the treatment of similar conditions with 
pleasant results, affording perfect relief in over 80 per cent of 
cases. Cases not relieved by thyroid or other medical treatment 
should be relieved by surgery. 


FIBROIDS AND PREGNANCY. 


According to Doran fibroids complicating pregnancy do not, 
as a rule, seriously influence the course of the pregnancy and of 
the subsequent labor; but in a small proportion of cases the pa- 
tient’s life and the life of the child are seriously endangered. 
When pregnancy is found to be thus it is best to allow the preg- 
nancy to go to term, so long as the mother’s health is not seri- 
ously endangered. If at the onset of labor, or shortly before, it 
seems certain that the tumor will cause obstruction to the birth 
of the child, Cesarean section, followed by hysterectomy, should 
be performed. In cases in which the health of the mother makes 
it necessary to interfere in the earlier months, abdominal section 
should be performed and an attempt made to enucleate the 
tumor. If under these circumstances myomectomy is found to be 
too dangerous, hysterectomy should be performed. 


SYPHILIS OF THE BLADDER. 


Margoulies remarks (Journal of the American Medical As- 
sociation) that possibility of a syphilitic origin for ulceration of 
the bladder or persistent cystitis should be suggested by the 
comparatively satisfactory condition of the general health under 
these circumstances, and likewise when the urine is only slightly 
modified. In dubious cases, rebellious to ordinary measures, anti- 
syphilitic treatment should be instituted and the benefit derived 
will clear up the diagnosis, There is nothing characteristic 


about the symptoms of the disease when of luetic origin. 
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